Henry N. Harkins, MD. 


editor-in-chief 


INTERNATIONAL RECORD OF SURGERY 


The Surgical Management of Diseases 
of the Aorta and Other Arteries 


Alexander Blain, II, M.D., M.S. (Surg.), F.A.CS. 


VOLUME 8 NO. 2 JUNE 1951] 


ECIJA 
0 N 

O < / 

AQ Z 

~ 

4; 

b 4 
; 

A TINO 

N 

4 


risin 


antibacterial action plus mn 


} greater solubility 


Gantrisin is a sulfonamide so soluble that 
there is no danger of renal blocking 
and no need for alkalinization. 


higher blood level 
Gantrisin not only produces a higher 
blood level but also provides a 

wider antibacterial spectrum. 


economy 
Gantrisin is far more economical than 
antibiotics and triple sulfonamides. 


less sensitization 
Gantrisin is a single drug—not a mixture 
of several sulfonamides—so that there is 

less likelihood of sensitization. 


GANTRISIN®-brond of sulfisoxozole 


TABLETS © AmPULS SYRUP 


HOPPMANN-LA ROCHE INC. 


Roche Park «+ Nutley 10 + New Jersey 


wins 
e 
oche 
4 
- 
| 
vey 
ay 
Ay 


Quarterly Review of SURGERY 


VOLUME 8 NO. 2 JUNE 1951 


Incorporating the International Record of Surgery 


HENRY N. HARKINS, M.D., editor-in-chief 


University of Washington 


editorial board 


Rocer Anperson, M.D. Hvucu J. Jewerr, M.D. 
Seattle, Washington Johns Hopkins University 
W. Wayne Bascock, M.D. Harry H. Kerr, M.D. 
Temple University George Washington University 
University of Southern California Henry Ford Hospita 
School of Medicine H. Recton McCarrout, M.D. 
oo. Washington University 
Medical College of Virginia Aton Ocusner, M.D. 
: Tulane University 
ALexanper W. Braty, M.D. 
Wayne University Tuomas G, Orr, M.D. 
MD University of Kansas 
. S. Dinsmore, M.D. 
Cleveland Clinic Puitip B. Price, M.D. 
University of Utah School 
ELKIN, M.D. of Medicine 
Emory University Freo W. Rankty, M.D. 
Joseru H. Fores, M.D. Lexington, Kentucky 
Vew York Medical College MD. 
Frank L. A. Gernope, M.D. University of Pennsylvania 
‘niver sity Se hool M ARK M. Rav ITCH. MD. 
of Medicine Johns Hopkins University 
Wis LIAM D. M.D. Donato V. TruesLoop, M.D. 
University Hospitals of Cleveland University of Washington 


M. Beckerr Howorrnu, M.D. Joun M. Waven, M.D. 


Columbia University 


Vayo Foundation 


Hitcer P. Jenkins, M.D. O. Wutppce, M.D. 
University of Illinois Columbia University 


INCORPORATING INTERNATIONAL 


é 
ye 
P 
if 
: 
aT 
L 
5 RECORD oO F SURCER Y 


CUTTER ANNOUNCES 


Saftitab* 


STOPPER 


IN A DECADE 


Yy Easier and Faster Ys Reduces Costs 


ps the bottle Just a flick of the wrist removes Eliminates lost needles. There is 


AN Additional Safety 


Saftitab stopper kce 


y closed ight up to the the molded-in tabs at the “air” no need for the extra needle nor- 


ti of administration, even after and “outlet” openings. No extra mally used for puncturing “‘out- 


r cap has been removed diaphragm or liner to remove. let’ hole and “air” hole. 


“Exclusive on Cutter Blood Bottles 


INCREASE SAFETY 


m 
SIMPLIFY TECHNICS Blood Bottles 
CUT COSTS WITH 


Cutter Laboratories, Berkeley, California . .. producers of sterile, pyrogen-free Cut'er Softiflask " Solutions 
*Cutter Trade Name 


CO 
SIMPLIFY for SAFETY with CUTTER 
ia 
€LOSURE IMPROVEMENT 
. 


Quarterly Review of SURGERY 


VOLUME 8 NO. 2 JUNE 1951 


Incorporating the International Record of Surgery 


INTERNATIONAL RECORD OF SURGERY 


The Surgical Management of Diseases of the Aorta and Other Arteries 
IIL, M.D.. M.S. (Surg.), F.A.C.S. 


SURGERY ABSTRACTS 


Anesthesia and Analgesia 


General Anaesthesia and Cardiac Inhibition 91 
Evaluation of Changing Concepts in General Anesthesia as They Apply to Office Administra 

tion for Oral Surgery 92 
Cardiac Arrest 
Wizniewski's Method of Local Anesthesia and Block. 


Preoperative and Postoperative Therap) 
Effect of Postoperative Bed Rest and Early Ambulation on the Rate of Venous Blood Flow 95 


Citrate Tolerance 


Tumors 


Thermal Coagulability of Serum Proteins and the Diagnosis of Malignant Disease 95 
Early Diagnosis of Cancer. The Biopsy 96 


Sarcoidosis 


\eurosurger\ 


Tumors of the Spinal Cord without Neurologic Manifestations, Producing Low Back and 


Sciatic Pain 98 
Intractable Pain as a Surgical Problem: Some Conclusions on the Relief of Pain by Operations 

Upon the Central Nervous System 99 
Atropine in the Treatment of Closed Head Injury 100 
The Surgical Treatment of Convulsive Disorders 100 
Surgical Treatment of So-Called “Essential” Hypertension 101 


Surgery of the Extremities in Cerebral Spastic Disorders 


Head and Neck 


Lateral Cysts and Fistulas of the Neck 


Plastic Surgery 


Replacement of a Skin Graft by a Basal Cell Carcinoma 


Thyroid and Parathyroid 
Treatment of Papillary Carcinoma of the Thyroid with Lateral Cervical Metastases 103 


Primary Hyperparathyroidism 


— 
on 
* 
44 
95 } 
= 
| 
06 | 
101 
102 | 
103 
105 
a 


Thoracic Surger\ 


Rhabdomyosarcoma of the Esophagus 


106 
Recent Advance in Surgical Treatment of Heart Lesions 107 
The Arteriovenous Angiomatosis of the Lung with Hypoxaemia 109 
Removal of a Migratory Intravascular Foreign Body from the Heart. Report of a Case ll 
Surgical Relief of Congenital Cyanotic Heart-Disease. Late Results in 72 Cases lll 
Intrathoracie Lipoma 112 
Bronchography in Pulmonary Tuberculosis y 


Breast 


Benign Tumefactions of the Breast 


113 
Radiation Therapy as an Adjunct to Surgery in Cancer of the Breast 114 
The Value of Needle Biopsy in Tumors of the Breast 114 
\ Statistical Study of Treatment of Cancers of the Breast 115 
Surgical Significance of Sweat Gland Lesions of the Breast 115 


Carcinoma Mammae Latens 


dhdominal Surgery 


Intestinal Anastomosis. Evaluation of the Single Layer Technic 117 
Acute Surgical Emergencies in the Abdomen in Pregnancy 


4hdominal Wall 


Congenital Deficiency of Abdominal Musculature with Associated Genitourinary 
ties: A Syndronte 


Abnormali- 


119 


Hernia 


See Contents for Related Articles 


Peritoneum 


Per Itoneoscopy 


Stomach and Duodenum 


Chronic Peptic Duodenal Ulcer with Cancerous Transformation 


120 
Infantile Pylorie Stenosi- 120 
Duodenostomy: A Method of Managing the Duodenal Stump in Certain Cases of Partial 
Gastrectomy 121 
The Influence of Frontal Topectomy upon Gastric Secretion (Review of Data on Twenty-four 
Cases and Fourteen Controls) 122 
Vagotomy as a Treatment for Marginal Ulcer 


An Evaluation of Subtotal Gastrectomy for Gastric and Duodenal Lesions 


Intestines 


Traumatic Submucosal Hematoma of the Midportion of the Ascending Colon: Report of a Case 124 
Duplication of the Entire Colon and Terminal Part of the Hleum Associated with Parasitic 


Twin 124 
Operative Recovery of Multiple Atresia at Heo-Cecal Area 125 
Incomplete Obstruction of the Small Intestine 126 


Multiple Malignancies of the Colon. A Report of Six Cases 


117 
5 
/ 
119 
* 
123 
» 
126 
\ 
¥ 


Appendix 

The Function of the Appendix. A Theory : 

The Dangerous Masking Effect of Penicillin in Acute Perforative Appendicitis with Secondary 
Peritonitis 

The Diagnostic Aid of the X-rays in Appendicitis 


Liver and Biliary Tract 
The Pathology of Jaundice 

Study of Fecal Excretion of Fat and Nitrogen and External Pancreatic Function in Cases of 
Primary Parenchymatous Hepatic Disease 


Total Gastrectomy with Resection of the Lower Part of the Thoracic Esophagus Because of 
Cancer 
The Radiology of the Intrahepatic Biliary Tract 


Pancreas 


Acute Pancreatitis 
Elevated Values for Serum Amylase and Lipase Following the Administration of Opiates: 
A Preliminary Report 


Cancer of the Pancreas. A Clinical and Pathological Study 


Pancreatogenous Steatorrhoea 


Spleen 
Thrombocytopenia Purpura. A Review of Fifty-three Cases 
Aneurysm of the Splenic Artery 


Proctology 


Imperforate Anus and Associated Anomalies. Report of a Case 
Post Episiotomy Fistula in Ano 


Successful Ointment Therapy for Pruritus Ani 


Genitourinary Surgery 
Kidney Tumors: Types, Diagnosis, Treatment 
Blind Ending Branch of Bifid Ureter 
Dislocation of the Testis 

The Renal Nerves 


Giant Hydronephrosis 


Squamous Metaplasia of the Prostate Gland 
Primary Tumors of the Bladder: A Survey of 275 Cases 


Precipitation Cystography 


Hvydromechanics of Different Types of Kidney Pelvis 


Transplantation of Psoas Muscle in Correction of Urinary Incontinence 


Seminal Vesiculitis 


Carcinoma of the Male Urethra. Report of a Case 


Cysts of the Seminal Vesicle 


Spontaneous Disappearance or Retrogression of Bladder Neoplasm: Review of the Literature 


and Report of Three Cases 


\ New Clamp for Use with a Bag Catheter 


Torsion of the Testis and Its Appendages 
Exstrophy of the Bladder 


127 


127 


128 


129 


130 


131 


132 
132 


134 


136 
137 


138 
138 
139 
139 
140 
141 
141 
142 
142 
142 
143 
143 
144 


144 
145 
145 


4 
128 
= 
2 |_| 
. 131 
{ 
ket 
136 
. 
146 
ied 
‘ 
4 


Gynecologic Surger) 
Culdocentesis 
The Extended Radical Vulvectomy of Stanley Way 


Carcinoma of the Endometrium and Fallopian Tube 


Vascular Surgery 

Experiences with a New Anticoagulant 

Dicumarol Therapy 

Fasciotomy in Treatment of Gravitational Leg Ulcers 

Partial Excision of the Inferior Vena Cava in Suppurative Pelvic Thrombophlebitis 
Treatment of Post-Phlebitic Leg and Application of Venous Pressure Measurement 
Prevention of Thromboses during the “Post-Operative Disease” 

Gravitational Leg Ulcers and Allied States 


Orthopedic Surgery 


Hyperextension Injuyies to the Finger Joints 

Orthopedic Management of Chronic Arthritis. The Knee and Foot 
Lag Serew Fixation of Femoral Neck Fractures 

Comminuted Fractures of the Os Calcis. Choice of Treatment 


Traumatic Surgery 


The Protein and Colloidal Picture in Burns 
Irradiation Injuries of the Hand 


Fibrosarcoma Developing in Heavily [Irradiated Skin 


Viscellaneous 


Phe Clinical Signittance of Foreign Body Granulomas: A Review 


Case Re port Gas Gangrene 


Book Reviews 


Operative Surgery of the Head, Brain, Spinal Column and Back 


: 
he 
147 
148 
148 
149 
149 
150 
150 
151 
151 
154 
154 
156 
= 
157 
158 
159 
159 
4 
x 


FOREWORD 


The QuarTeRLy Review OF SURGERY provides a systematic plan. organized for the 
purpose of making available a concise and authoritative presentation of the current 
progress, trends. and attitudes in all branches of surgery. Compiled from every de- 
pendable source, this plan covers all state. national. and special journals as well as 
the bulletins, reports. ete.. of the clinics and hospitals. Presented briefly but without 
sacrificing essential detail. these highly significant data are further enhanced by com- 
ments of the members of the Editorial Board. based upon the summarizing of their 
own clinical experiences as well as those of other recognized authorities. All data are 
classified and published under the following headings: 


1. Anesthesia and Analgesia 10. Abdominal Surgery 10—H. Pancreas 
2. Preoperative and Postop- 10—A. Abdominal Wall 10—I. Spleen 
erative Therapy 10—B. Hernia 11. Proctology 
3. Tumors 10—C. Peritoneum 12. Genito-urinary Surgery 
4. Neurosurgery 10—D. Stomach and|Duo- 13. Gynecologic Surgery 
5. Head and Neck denum 14. Vascular Surgery 
6. Plastic Surgery 10—E. Intestines 15. Orthopedic Surgery 
7. Thyroid and Parathyroid 10—F. Appendix 16. Traumatic Surgery 
8. Thoracic Surgery 10—G. Liver and Biliary 17. Miscellaneous 
9. Breast Tract 18. Book Reviews 


It is believed that this plan will assist the reader to locate quickly the articles of 
current interest and will prove most helpful in making readily available the references 
necessary in the compilation of bibliographies on surgical subjects. Under each classi- 
fication, immediately following the abstracts, there will be published references to 
current articles not abstracted. 

A section entitled International Record of Surgery is to be included at the begin- 
ning of the journal. The Record Section will consist of advanced clinical and experi- 
mental reports. 


The suggestions and comments of our readers will be gratefully received. 


Henry N. Harkins, M.D.. Department of Surgery 
University of Washington. Seattle 5. Washington 


Published Quarterly by 


THE WASHINGTON INSTITUTE OF MEDICINE 
1708 MASSACHUSETTS AVE., N.W., WASHINGTON 6, D.C. 


Félix Marti Ibanez, M.D. 
Editorial Director and International Editor 


Editorial Offices Advertising Department 
19'2 East 62nd Street, New York 21, N. Y. 667 Madison Avenue, New York 21, N. Y. 


\ cumulative cross reference index is included in the final issue of each volume. Subscription rate: 
1 year, $11.00; 3 years, $28.00. Copyright 1951 by Washington Institute of Medicine. Entered 
as second class matter at Washington, D. C. and New York, N. Y., under the Act of March 3, 1879. 
Printed in U.S.A. 
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Cholangiogram with Diodrast 35% showing stone in distal end 
of common duct. Illustration, courtesy of Dr. J. Buckstein, 
author of “The Digestive Tract in Roentgenology” (Lippincott, 
1948) in which a whole chapter is devoted to this procedure. 
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Blood vessel surgery has become so large a field within the past two decades that no 
one article on the subject could comprehensively review it in its entirety. Surgery of the 
heart alone has made such vast strides recently that it comprises a large subject in itself, 
as does the surgery of diseases of the veins. The present report will be concerned with the 
present status of the treatment of arterial diseases, exclusive of cardiac diseases, and 
emphasis will be placed upon those diseases, not due to trauma, with which the author 
has had the most experience or in which he has had a particular interest. It is probably 
unnecessary to remind the reader that the general subject of vascular disease is still so 
little understood that many of our present ideas are based upon empiricism rather than 
upon established fact. Further, the weight of authority is still so heavy in this realm 
that any procedure recommended for a given disease by an established leader in this 
field is almost immediately taken up on a national scale by American surgeons. Only too 
often, because of the relative newness of vascular surgery, the results of such procedures 
have been disappointing. For example, all too often the results of any particular opera- 
tion for chronic insufficiency of the deep leg veins, while hopeful at the end of the 
first postoperative year, are without merit at the end of the four or five year follow-up 
period. Many similar examples could be mentiened; but on the other hand, many excep- 
tions to this point add to our optimism concerning beneficial results in this type of 
surgery. A notable example of success is furnished by the results of ligation of the patent 
ductus arteriosus. 


COARCTATION OF THE AORTA AND DOUBLE AORTIC ARCH 


Two congenital diseases of the aorta, the relatively common coarctation and the rare 
double aortic arch ate now amenable to surgical therapy. In 1945 Crafoord reported 
the first successful excision of the narrowed segment in the adult type of coarctation 
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with end-to-end anastomosis of the aorta. Since that time Gross, Blalock, Clagett and 
many others have employed this operation with excellent results in a fairly large number 
of cases. In those cases of the adult type of coarctation which are not amenable to this 
Operative procedure, the operation of Blalock and Park has been successfully employed. 
In this operation the left subclavian is anastomosed end-to-side to the aorta distal to 
the coarcted segment. Experimental studies indicate that such anastomoses will grow 
sufficiently with the growth of the patient as to remain adequate. 

When there is a double aortic arch the trachea and esophagus may be compressed 
within the resultant vascular ring suthciently to produce symptoms of respiratory obstruc- 
tion. In such cases permanent relict has been obtained by Gross and others by division 
of some portion of the ring. 

Aneurysms of the aorta are of three main types: syphilitic (usually proximal to the 
renal arteries), arferiosclerotic (usually distal to the renal arteries), and dissecting. While 
these diseases await further surgical progress before they can be considered conquered, 
in the first two typ¢s some progress in therapy has been achieved. 

Blakemore has recently reported considerable success in treating seven of eight patients 
with arteriosclerotic aneurysms of the abdominal aorta by the electrothermic method of 
coagulation, employing insulated coin silver wire, and at the same time constricting the 
involved segment of aorta by wrapping the aneurysm with polythene film containing 
dicetyl phosphate. This irritant produces a fibrous tissue reaction about the aneurysm and 
it is held in place heneath a constricting slingshot rubber band. 

Dissecting aortic aneurysms ate of special interest because of the mystery surrounding 
their pathogenesis, their ability to produce symptoms which are easily confused with 
other causes of acute abdominal crises, and our present inability to offer any successful 
treatment, either medical or surgical. It is now established (Blain, 1947) that dissecting 
aneurysms may Occur without any intimal rupture. In other words, they do not occur 
simply as a result of increased intraluminal pressure tearing the aortic intima and allow- 
ing intraluminal blood to dissect the previously weakened aortic coats. It is more likely 
that pre-existing aortic disease (often this is arteriosclerosis) interferes with the blood 
supply of the wall of the vessel. Hemorrhages from vasa vasorum appear to be the source 
of the bleeding, and the intimal tear a result of the intramural hematoma. 

Dissecting aneurysms produce an acute tearing pain in the abdomen, with radiation 
often extending to the legs or arms. Peripheral emboli may be suspected, or perforated 
peptic ulcer, coronary occlusion, acute pancreatitis and other catastrophic diseases. Care- 
ful examination will reveal a shock-like picture in the presence of a normal or elevated 
blood pressure, atypical neurologic findings (from the involvement of intercostal and 
lumbar branches), and other symptoms which would make the examining surgeon wary of 
adding to the list of fruitless, and often lethal, operations performed when this disease 
is encountered, It is hoped that future investigation may show the way to the prevention 
and treatment of dissecting aortic aneurysms. 

Thrombosis of the aorta is usually associated with arteriosclerosis, but has been known 
to occur following crushing injuries. It was not until a recent article by Leriche that 
our knowledge of the symptoms of this disease and of its treatment crystallized. Throm- 


bosis of the aorta is usually seen in males in their middle years (anywhere from 30 to 60) 
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and its onset may be insidious or rapid. When insidious there is a gradual development 
of weakness of the legs, fatigue and claudication of the legs on walking, and loss of 
sexual power. When the onset of symptoms is rapid, the legs may become completely 
numb or cold. The sine gua non of diagnosis is the demonstration of a disappearance 
of all leg pulses, including the femoral pulses, bilaterally. The treatment is surgical and 
takes one of two forms. In younger men without advanced arteriosclerosis, resection of 
the bifurcation of the aorta has been performed with success in a few instances. How- 
ever, in the gteat majority of cases, bilateral sympathetic lumbar ganglionectomy has 
been safe and has given good results. As collateral circulation to the extremities increases, 
coldness, numbness and fatigability diminish, while walking distance without claudi- 
cation increases. I have had experience with five such cases in the past two years and 
have been impressed by the excellence of the results in a brief follow-up period. Sexual 
power, however, did not return to afflicted individuals. 

Embolic occlusion of the aortic bifurcation: Saddle emboli may occur at any time in 
patients with rheumatic valvular heart disease, partifularly in the presence of fibrillation. 
While such an emergency must be watched for in these patients at all times, it should be 
stressed that such emboli may occur in patients without known heart disease. Veal and 
Dugan recently presented their results in the treatment of three saddle emboli with res- 
toration of the circulation in two cases before the Southern Surgical Association. They 
also encountered three iliac, five femoral, two popliteal, one subclavian, and two axillary 
emboli, a total of 28 cases with adequate re-establishment of circulation of the extremity 
in 25. The local cause for their three failures was pre-existing arteriosclerosis of the 
involved artery. There were six hospital deaths in this series, five from cerebral emboli 
and one from shock. Any embolus may be attacked either directly by embolectomy or 
indirectly by sympathectomy to increase collateral circulation, Either form of treatment 
is effective only if carried out within six hours after vascular occlusion has occurred. 
Operations in the period six to twelve hours after occlusion may be attempted and are 
only occasionally successful. After twelve hours any such operation is doomed to fail. 
In the case of the aortic bifurcation, embolectomy may be carried out through the trans- 
peritoneal or retroperitoneal approach. Herrmann and other surgeons have had success 
in placing a catherer in both iliac arteries, using one for suction and the other for irriga- 
tion with saline ‘under pressure. It is important to temporarily occlude each iliac distal to 
the arteriotomy incision to prevent washing of a portion of the embolus into a femoral 
artery. 

The use of anticoagulants is of value in preventing further clotting following embolec- 
tomy with sympathetic block or sympathectomy. A further procedure of value in patients 
with heart disease is resection of the auricular appendages. The left auricular appendix 
particularly is often the site of mural thrombosis in the fibrillating heart. Such a thrombus 
is the source from which peripheral arterial emboli are derived in such patients. Good 
early results from resection or ligation of the auricular appendages have been achieved 
by Madden, Longmire, and others. 


It will be noted in the foregoing discussion of diseases of the aorta, other than con- 


genital diseases and syphilitic infection, that the greatest underlying pathologic proc- 


ess is arteriosclerosis. While the surgeon has demonstrated brilliant and dramatic results 
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in the treatment of these diseases in the past decade, he is nevertheless only treating, in 
many cases, the complications of arteriosclerosis. The greatest advance that could be 
hoped for in this tield would be the discovery of the cause and prevention of arterio- 
sclerosis. Possibly some of the basic studies now being carried out by members of the 
American Society for the Study of Arteriosclerosis may lead to such a discovery. 


DISEASES OF PERIPHERAL AORTIC BRANCHES 


In general, diseases of peripheral arteries may be considered either as those associated 
with organic Occlusion of the vessels involved, or as those in which occlusion is due to 
vasospasm. In some diseases both organic and spastic occlusion are coincidental, these two 
features being present in varying proportion, depending on the disease in question. 

For example, in many cases of arteriosclerosis obliterans vasospasm is not a prominent 
feature, occlusion being due, for the most part, to actual mechanical block of the 
arterial lumen. On the other hand, in Raynaud's disease vascular insufficiency is entirely 
due to spasm of the arterial wall, at least until the later stages of the disease. In throm- 
boangiitis obliterans, both mechanical blockage and vasospasm are important factors. 

Artertosclerosis obliterans is by tar the most important of all peripheral arterial diseases 
because it is so commonly encountered. Moreover, as life expectancy increases, the popu- 
lation of this country in the older age groups is also rapidly increasing. Although 
arter! — .crosis increases with age it is no longer considered to be a physiologic process 
of wear and tear’ on the arterial system. While certain students of arteriosclerosis, 
notably men like Mac Callum at Johns Hopkins, always believed it to be a true disease 
with an ultimate ctiology, it has only been within the past decade that this view has 
been generally accepted. As late as nine years ago, Moschovitz wrote that, “arteriosclerosis 
being an inevitable consequence of aging and therefore an irreversible process, it is hardly 
likely that any method of therapy will ever be discovered which will restore the diseased 


vessels to their normal texture, unless we can cure mortality; nor can arteriosclerosis be 
prevented, any more than gray hair or wrinkles. 


He called arteriosclerosis “the inevitable destiny of all creatures who possess a 
cardiovascular system with intravascular pressure. 


It is obvious that if these views were widely held now by those interested in vascular 
disease, little progress could be expected in our understanding of the disease. I mention 


this because all hope for the future rests on the assumption that such progress will be 


made. In the meantime the concept that arteriosclerosis is a true disease underlies active 


attempts to alleviate its ravages, particularly in the lower extremities, both by conserva- 
tive and by operative treatment. 


It would be well to discuss first the conservative treatment of arteriosclerosis obliterans 
as it affects the extremities. The mild use of heat is beneticial if given in one of three 
ways. In any other form it is of great harm. First, patients with symptoms of cold feet, 
intermittent claudication, absent peripheral pulses, and other evidence of vascular in- 
sufficiency due to arteriosclerosis obliterans, except in the advanced states of the disease, 
obtain some relief in a warm environment. In a state such as Michigan, literally hundreds 
of these patients will get along fairly well throughout the summer months. With the 
onset of the first cold weather—usually about the middle of October—they begin to 
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return to their physicians’ offices in great numbers. Such patients, usually men in the 
older age groups, will likewise experience relief during southern vacations, or if they 
are fortunate enough to move to more temperate climates. Reflex vasodilatation is the 
second safe and beneficial mode of increasing the temperature of the afflicted legs. As 
everyone knows, this can be obtained, for example, by immersing the hands in warm 
water. In practical terms, for continuous therapy, it can be achieved by wearing sufficiently 
warm clothing on the body, particularly the extremities. Maddock and Coller demonstrated 
many years ago that heat loss by radiation from the extremities is really tremendous. In 
this connection, I would like to point out that the head and neck for physiologic 
purposes constitute a fifth extremity. The head and neck must be kept as warm as the 
arms and legs, and for purposes of reflex vasodilatation a warm hat is as important as 
warm gloves and socks. 


The third manner in which heat can safely be employed as a therapeutic tool in treating 
men with symptomatic arteriosclerosis obliterans is through the use (and non-use) of 
certain drugs to obtain vasodilatation. I have warned the reader in the introduction to 
this article that the entire subject is open to controversy and is based on empirical findings 
in many cases, and on opinion based on the weight of authority, instead of on years of 
scientific studies. The following statements concerning the use of drugs in arteriosclerosis 
obliterans probably serve as an example of this state of affairs in vascular surgery. It 
was my fortune, however, for over a year, to treat every patient with arteriosclerosis 
obliterans who presented himself to, or was referred to, the vascular clinic of the Uni- 
versity of Michigan Hospital. Follow-up studies were well controlled and many drugs 
were employed. This experience has been amplified by other experiences at Ann Arbor, 
at the Johns Hopkins Hospital, and at the Alexander Blain Hospital and Clinic in 
Detroit. Thus hundreds of such cases have been observed, often with the aid of skin 
temperature studies, plethysmographic studies (performed by Doctor Sibley Hoobler in 
the cardiovascular research unit of the University Hospital) and prolonged follow-up 
studies. 

Alcohol is the oldest and best vasodilator in use in addition to being the most attractive 
and enjoyable to take. In some cases it is the cheapest drug available, exerting also an 
analgesic effect. For daily living, it is the best vasodilating drug at our disposal. Even in 


spite of the fact that arteriosclerosis obliterans is not considered to have an important 


vasoconstrictive element, the non-use of tobacco is of utmost importance in achieving 
vasodilatation. This is because the integrity of the smaller arteries and arterioles is our 
chiet concern when the major vessels become occluded. It is these smaller vessels, which 
are not involved by the disease, that maintain the circulation of the extremity. Whether 
they are dilated or constricted is of very real importance therefore and nicotine is one of 
the strongest vasoconstrictors known, Nicotine is such a strong vasoconstrictor that one 
cigarette will produce more vasospasm than all the vasodilators put together can over- 
come. It is wrong to tell a patient that a cocktail and a cigarette taken together will 
neutralize one another. They will not. The cigarette will win and the net result will be 
strong vasoconstriction. Of course, compromises have to be made in the management of 
patients and many will not give up smoking. The time has come, however, when vascular 
surgeons and the profession as a whole must recognize the smoking habit for what it is, 
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an addiction that many patients can never conquer. For future years this must be fought 
at its source, the herd instinct of high school children to develop the habit because it is 
smart. 


Many drugs are now on the market for use in peripheral vascular disease, and many 
enthusiastic reports have appeared in the medical literature concerning the effects of 
tetracthylammonium chloride, vitamin E, glycine, priscoline and others. In my experi- 
ence all of these drugs are worthless in the treatment of symptomatic arteriosclerosis 
obliterans. The effect of TEAC is transient and is of diagnostic value only in this disease. 
Vitamin E has been of no theoretical or practical value in my experience, Glycine has been 
recommended on the grounds that through the specific dynamic action of protein, heat 
is liberated which will ultimately cause vasodilatation. One will get more specific dynamic 
action from a good beefsteak; it is not much more expensive and it can be obtained in any 
home or restaurant. Furthermore, beefsteak does not nauseate as does glycine, and the 
patient who is a travelling salesman does not have to carry it around with him in a 
pound jar. Priscoline is a valuable drug which has both a sympatholytic and an adrenolytic 
action. In addition it exerts a direct relaxing influence upon the musculature of the blood 
vessel wall, This can be demonstrated repeatedly by doing plethysmographic studies upon 
a sympathectomized limb before and after the administration of either oral or intravenous 
priscoline. A skin temperature rise is produced which is due to further vasodilatation. 
The main value of priscoline is in diseases associated with vasospasm. It has not been of 
much value in arteriosclerosis obliterans, in my experience. Any drug which produces 
generalized vasodilatation may actually diminish the blood flow to a given extremity 
where increased blood flow is desired. This phenomenon has been called ‘“hemome- 
takinesia” by De Bakey, Burch, Thorpe and Ochsner. It is based upon the “borrowing- 
lending” hemodynamic phenomenon in which vasodilatation elsewhere in the body robs 
a given portion of the body of blood which might otherwise circulate through it. Such 
drugs may prove of value, if through intra-arterial injection they can exert a selective 
chemical sympathectomy to a given part. That there is scientific support of the opinions 
expressed here regarding the lack of value of vasodilator drugs in arteriosclerosis 
obliterans is evidenced by the fact that Elkin in his Presidential Address before the 
Society for Vascular Surgery in San Francisco last year summarized his studies of such 
drugs by saying, “The administration of vasodilator compounds prior to the reception 
of vascmotor stimuli has brought results of marked clinical improvement. This same 
improvement has been noted as a result of decreased sympathetic outflow as produced by 
sedation with barbiturates, introduction to a warm climate, emotional rehabilitation 
through personal readjustments or hormone administration, or other similar therapy. / 
ertain vasospastic conditions, it is belteved that these compounds may have a valuable 
unction,. but only in such conditions should these be used.” 

The operative treatment of arteriosclerosis obliterans resolves itself into two primary 
types of procedure: lumbar sympathetic ganglionectomy and amputations. The controversy 
concerning the indications for these procedures is as unsettled as the one related to drug 
therapy. It is the opinion of members of our group that if the object of therapy is to 
obtain vasodilatation, then lumbar sympathectomy should be performed. In the first place 


it really does produce selective vasodilatation, and in the second place clinical experience 
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has demonstrated its value both in relieving symptoms and in salvaging limbs which 
would otherwise be amputated. The original objections to lumbar sympathectomy were 
based on the belief that vasospasm is not a prominent feature of this disease in most 
cases. Harris in 1935, Leriche and Fontaine in 1936, Ives, Trimble, Cheney and Moses 
later, and others, reported cases of arteriosclerosis obliterans in which sympathectomy 
relieved such symptoms as intermittent claudication, pain, hyperhidrosis, cold feet and 
ischemic neuritis. It began to be appreciated that some cases of arteriosclerosis did have 
associated vasospasm, and DeTakats in 1944 reported success in a series of patients with 
this disease in whom preoperative sympathetic block revealed the presence of vasospasm. 

More recently Yeager and Cowley and Shumacker reported good results in large series 
of cases. The employment of symphathectomy in unselected (from the standpoint of 
VasOspasm) cases as reported by Blain and Campbell, and by Coller, Campbell, Harris 
and Berry in 1949, precipitated a revival of the controversy regarding sympathectomy 
in this disease, At the University of Michigan, 83 patients with very advanced arterio- 
sclerosis obliterans underwent this operation with limb salvage of over 70 per cent 
in a two year follow-up period. These patients had skin ulceration or gangrene (Grades 
3 and 4 of DeTakats) and no particular attention pas paid to selection of cases with 
vasospasm as determined by preoperative sympathectic blocks. The rationale for the 
procedure was to increase the circulation to the extremity by causing hypertrophy of the 
available collateral vascular bed. Of course, with the passage of time, some of these 
patients have come to amputation. Many articles have appeared in the literature citing less 
hopeful results, although Ochsner and DeBakey have had substantially the same results 
that we have had. Experience has taught us several important things about the indications 
for this operation in arteriosclerosis obliterans. First of all, it is no panacea and the 
patients selected for operation should not present the following contraindications: 

(1) Severe cerebral or renal involvement. 

(2) Cardiac decompensation which cannot be adequately controlled. 

(3) A paradoxical response to sympathetic block; that is, symptomology is aggravated 
or the extremity deleteriously affected. This is so rare that we no longer routinely 
employ preoperative blocks. 

(4) Rapidly progressive deterioration of vascular supply by thrombosis, etc. 

Three factors, in our experience, have proved constantly deleterious to good post- 
operative results and ordinarily deter us from operating upon patients who present them. 
These factors are: 

(1) Marked atrophy of the extremity with loss of subcutaneous tissue and consequent 

diminution of available vascular bed. 

(2) The rapid onset of symptems and a rapidly progressing vascular lesion. 

(3) Constant intractable pain uninfluenced by sympathetic block. 

The combination of these three factors was found to be present in 100 per cent of the 
cases having a poor result from lumbar sympathectomy at the University of Michigan. 

To obtain best results one cannot expect miracles in the presence of extensive gangrene; 
nor must one consider the operation only as a therapeutic measure. In these cases it is 
also a prophylactic measure, particularly if one leg has already been amputated. In terms 
of economic loss, everyone is aware of the vastness of this problem and its unsatisfactory 
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management in the past. Bilateral lumbar sympathectomy will salvage extremitics that 
would otherwise be lost. Even if this salvage lasts only a few years it is well worthwhile. 
The salvage rate will be improved not only by selecting patients for this operation as 
described above, but also by performing the operation, as is now practiced at the 
Alexander Blain Hospital, before the onset of ulceration or gangrene in symptomatic 
cases. It is hardly necessary to remind the reader that only those early cases (Grades 1 and 


2 of DeTakats) who do not respond to good conservative therapy should be subjected to 
this operation. 


With regard to amputation for arteriosclerotic gangrene, it was only four or five years 
ago that all patients with this disease were routinely subjected to mid-thigh or supra- 
condylar amputation. Progress has been made with the revival of the transmetatarsal 
amputation by McKittrick, Herrmann and others. While these amputations are not always 
successtul—in some cases the gangrene spreads—success is achieved often enough to make 
this the amputation of choice in cases of dry gangrene with palpable femoral and popliteal 
pulsations. It is still best to allow a gangrenous toe which is dry to undergo spontaneous 
amputation. The fulminating wet gangrene, seen most often in uncontrolled diabetics, if 
not rapidly responsive to penicillin and diabetic management, is best treated by supra- 
condylar amputation using refrigeration anesthesia. 


A word should be added about arteriosclerotic popliteal aneurysms, a condition which 


is on the increase. It is now known that best results are achieved by preliminary lumbar 
sympathectomy followed by aneurysmectomy (Linton). 


While a great deal of space has been given to arteriosclerosis obliterans in this article, 


still without covering the subject in any detail, this disease remains the number one 


vascular problem and is entitled to the space. Recent progress along surgical lines includes 
4 greater interest in, and understanding of, the natural history of this disease, its conserva- 
tive management, and the usefulness of lumbar sympathectomy. A more conservative 
attitude regarding the types of amputation employed in the dry forms of gangrene is 
paying rich dividends in the rehabilitation of the greatly increasing segment of our 
population afflicted with this disease. 


Thromboangutis obliterans, or Buerger’s disease is known by a variety of names in 


different countries; in general it refers to all those forms of arteritis of otherwise un- 
known ctiology which afflict young males and are usually associated with the smoking 
habit. The usual case is associated with migratory superficial phlebitis, signs of arterial 


vasospasm and ultimately organic inflammatory occlusion. 


One should never make a diagnosis of Buerger’s disease in a patient whose symptoms 


have had their onset after 45 years of age. After this age arteriosclerosis obliterans may 


be impossible to rule out. Because of the strong psychosomatic element of this disease, 


anyone who sees a large number of these patients begins to recognize the rather spastic 


and, unfortunately, all too often uncooperative personality type which is so often 


associated. The patient is usually a heavy smoker; on physical examination one may detect 
asymetrically absent peripheral pulses in the wrists or ankles, tender inflammatory nodules, 
areas of migratory superticial phlebitis, areas of ulceration of the toes or fingers or areas 
of gangrene. The greatest advance in the treatment of this disease has been its increased 


recognition, more accurate diagnosis, the recognition of the role played by tobacco in its 
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pathogenesis and the realization of the fact that interested, continued care markedly 
diminishes the need for amputations, which have been performed all too freely in the 
past. Lumbar sympathectomy has been of great value in the management of this disease 
provided that good, continuous, conservative care is not abandoned postoperatively. This 
includes the cessation of smoking. Many surgeons interested in vascular diseases now 
refuse to treat a patient with thromboangiitis obliterans unless the patient will stop 
smoking. Recently Campbell, Coller, and Harris, in carrying out a follow-up study of 
149 patients with this disease treated in the vascular clinic of the University Hospital, 
Ann Arbor, Michigan, reported that only two of the patients were females and only 20 
(13.6 per cent) were Jewish. In 123 patients the lower extremities alone were involved. 
In 22 patients it was present in an upper extremity in addition to the lower extremity. In 
two patients the right upper extremity alone was the site of the disease; in one patient 
the left upper extremity was involved; and in one other patient the vascular involvement 
was present in both upper extremities and absent elsewhere. In five cases a definite 
family history of Buerger’s disease was obtained. These figures were strikingly similar 
to those reported by Buerger, with the exception of the racial incidence. The ultimate 
prognosis regarding amputation was 45.6 per cent. In other words, 63 of these patients 
had had one or more amputations during the course of their disease. While the patients 
were under the care of the University Hospital group, however, dating back to the time 
when Doctor Walter Maddock was in charge of the vascular clinic, the figure dropped 
to 7.38 per cent. This is similar to the figure given by Silbert (7.6 per cent) in his own 
private cases. These figures demonstrate the importance of having the patient under the 
continuous care of someone or some group interested in him and in his disease. Silbert 
also recorded the remarkable observation that of 309 patients, followed two to ten years, 
no amputations were necessary in those who had stopped smoking. Unfortunately in 
Campbell's series most patients had failed to stop using tobacco. He concluded that 
psychosomatic factors appear to play a definite role in the etiology and perpetuation of 
the disease. He further concluded that lumbar and dorsal or combined lumbodorsal 
sympathectomy would be of increasing value as an adjunct in the treatment of this 
disease, providing that operation was performed earlier in the course of the disease than 
it had been heretofore. Finally, it should again be stressed that no therapy for thrombo- 
angiitis obliterans is really effective unless the afflicted patient ceases to use tobacco in 


any form. If he will do this, and if he will cooperate in the management of his personal 
and psychosomatic problems, and if he will submit to sympathectomy where indicated, his 
prognosis for both avoidance of amputations and for life are excellent. Without these 
measures, his prognosis is very poor indeed. 


RAYNAUD'S DISEASE AND ALLIED STATES 


Raynaud's disease is the primary and idiopathic form of the phenomenon of paroxysmal 
spasm of the digital arteries producing acral ischemias and cyanosis of the digits, bilaterally 
and symmetrically, in response to cold and emotions; it is usually relieved by warmth. In 
its severe form there is a recurring, painful spasm, narrowing the local vessels, deforming 
the digits (usually the fingers), and leading to local ulceration and necrosis. The disease 
is frequently seen in young women who show other evidence of vasomotor instability. 
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Raynaud's syndrome is due to paroxysmal spasm of the digital arteries, producing acral 
ischemia and cyanosis of the digits, usually in response to cold, and always as the result 
of some underlying vascular or other disease. Most common of the underlying diseases 
are the obliterative vascular diseases (arteriosclerosis obliterans and thromboangiitis 
obliterans), the collagen diseases (scleroderma, rheumatoid arthritis, dermatomyositis ), 
thermal injury (frostbite and burns), mechanical trauma (use of vibrating tools such as 
the pneumatic hammer) and the Naffziger syndrome (cervical rib and scalenus anticus 
syndrome). Raynaud's syndrome may also result from lesions of the central nervous 
stem. 


The surgeon, when confronted by a patient with symptoms suggestive of Raynaud's, 
must not make a final diagnosis of true Raynaud's disease until at least two or three years 
have clapsed since the onset of symptoms so that he may rule out the presence of under- 
lying disorders. Once the diagnosis of true Raynaud's disease is established one can 
predict with a tair degree of contidence what the ultimate fate of the patient will be. 
We have had the opportunity to study a large number of these patients with special 
attention to prognostic factors (Blain, Coller, and Carver). In 100 patients with true 
Raynaud's disease, of sufficient severity to come to the attention of physicians, and in 
whom the course of the disease was known for at least five years, we found that one- 
fourth progressed to a point of tissue loss (ulceration, necrosis and superticial gangrene ) 
or to a point at which pain and other symptoms caused sufhcient disability for the patients 
to submit to sympathectomy. In most of the remaining three-fourths of the cases, the 
disease ran a benign chronic course tor from 5 to 55 years. The one-fourth classitied 
is severely progressive cases were characterized most often by an onset of symptoms 
between the ages of 15 and 30 years, a rate of progression of under 7 years, or, almost 
always by the end of 15 years, and no sex difference (there were 23 males in the total 
series). Patients progressing to loss of tissue or necessity for operation usually exhibited 
other evidence of marked vasomotor instability. Patients whose attacks can be precipitated 
nly by cold, or in whom functional factors ave not particularly prominent, especially if 
the onset of their disease is before the age of 15 or after the age of 35, are not likely to 


progress lo tisshe loss or [he need for Operation. 


In the twelve year period 1934-1946, 40 patients underwent dorsal sympathectomy 
at the University of Michigan Hospital for Raynaud's disease or Raynaud's syndrome. 
In 24 of these the diagnosis of primary Raynaud's disease was contirmed by follow-up 
study, Eight patients also had either unilateral or bilateral lumbar sympathectomy in addi- 
tion to dorsal sympathectomy; four of these eight had primary Raynaud’s disease. Lasting 
relict of Raynaud's symptoms in the lower extremities was obtained in these eight cases. 
Ot the twenty-four patients with Raynaud's disease, 20 had marked relief following 
dorsal sympathectomy for at least two years. In six of these, recurrences were noted post- 
operatively in from 2 to 13 years. Ten of the 14 patients who have had relief for from 4 
to 15 years were available recently for tests of sudomotor activity. One-half of them 
showed some degree of sweating of the palms during these tests. Angiospastic phenomena 
were demonstrated in three paticnts who had no sudomotor activity. There was an inter- 
esting connection between the type of dorsal sympathectomy performed and these results. 


The preganglionic type of operation isolating the second and third dorsal ganglia after 
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section of the sympathetic trunk below the third dorsal ganglion, as described by Smith- 
wick and Telford, was performed in 10 of the 40 patients. Postganglionic dorsal sym- 
pathectomy with excision of the second and third dorsal ganglia and sometimes the 
stellate and fourth dorsal ganglia as well was carried out in the remaining 30 patients. 

In general, recurrences were noted earlier in the patients having the preganglionic 
type of operation, and indeed, in a few of these relief was not even obtained immediately 
after operation. The five patients with Raynaud's disease who showed no sudomotor 
activity on recent study (and of whom three had residual although ameliorated vaso- 
spastic activity) had all had postganglionic sympathectomies. Two had excision of the 
stellate ganglion as well. 

These results are in accord with the interesting observations of Felder, Simeone, Linton 
and Welch who noted clinical recurrence in 64 per cent of 40 patients studied carefully 
six months to 20 years after dorsal sympathectomy for Raynaud's disease and Raynaud's 
syndrome. They concluded that while sensitization (to adrenalin) may occur in man 
following postganglionic denervation, it did not play an important role in the patients 
studied. Instead, recurrences were associated with demonstrably active vasomotor nerve 
fibers (regenerated preganglionic axones). We agree with them that the ideal operation 
is one which will completely denervate the extremity and at the same time prevent re- 
generation. Appropriate ganglionectomy and intraspinal section of the preganglionic 
innervation minimizes the chances for regeneration, 

The prognosis for patients after dorsal sympathectomy then is excellent for the relief 
of symptoms, providing complete denervation is accomplished. Vasomotor phenomena 
may persist even in the total absence of sudomotor activity and this fact strengthens the 
theory of the role played by local faults in the pathogenesis of Raynaud's disease. The 
prognosis for permanence of relief is apparently improved if a more extensive type of 
postganglionic sympathectomy is performed, as this will minimize the chance of leaving 
accessory fibers. It is to be hoped that in the future a more radical operation, including 
excision of the sympathetic trunk, starting at the stellate ganglion, and carried down 
through the fourth dorsal ganglion, and intraspinal section of preganglionic fibers, will 
prove to be associated with more complete and more permanent results. It should be 
explained to patients about to undergo the operation that amelioration of symptoms rather 
than complete disappearance of symptoms will probably result. 

Finally, in the consideration of true Raynaud's disease, the surgeon should be aware 
that there are really three clinical types of patients with this disease. There are those 
whose symptoms are precipitated by cold alone, those in whom both exposure to cold 
and emotional upsets precipitate attacks, and those who, while sensitive to cold, have an 


extremely prominent functional element. In our experience, patients of the first type 


usually have the least difficulty as avoidance of exposure to cold prevents attacks. 
Further, they do not progress to a point at which tissue is lost, provided that they take 
good care of themselves. The last group has the most difficulty, usually experiencing 
attacks all through the summer months or in warmer climates. Patients in this group are 
much more likely to progress to loss of tissue or to dorsal sympathectomy for relief of 
severe incapacity. Unfortunately these patients appear to have the poorest postoperative 
results, regardless of whether sympathetic denervation is and remains complete, as shown 
by tests for sudomotor and pilomotor activity. 
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The second group just mentioned is, in general, intermediate in severity between the 
first and third groups. The use of warm clothing, avoidance of cold and emotional 
upsets, cessation of smoking, the administration of thyroid and of priscoline, of course, 
should be advocated in all these groups. 


RAYNAUD S SYNDROME 


AND ALLIED VASOSPASTIC STATES 


A word is necessary about these diseases although space does not allow the consideration 
to which they are entitled. It has been pointed out that underlying vascular diseases such 
as arteriosclerosis obliterans, thromboangitis obliterans, and essential arterial hypertension 
may be associated with Raynaud-like phenomena. In general, the prognosis is that of the 
underlying disease. Massive bilateral gangrene of the hands, and cases of obliteration of 
the radial, ulnar, posterior tibial or dorsalis pedis pulses are not Raynaud's disease. 
In collagen diseases, such as scleroderma and rheumatoid arthritis associated with vaso- 
spastic phenomena in the digits, fairly good results have been obtained with the adminis- 
tration of para-aminobenzoic acid by Zarafonetis at the University of Michigan. Twelve 
patients at Ann Arbor had dorsal sympathectomy for Raynaud's syndrome associated with 
scleroderma (1934-46). Some of these had worthwhile relief of their vasospastic phe- 
nomena without any effect on the scleroderma. As mentioned, however, this latter disease 
could often be markedly ameliorated with PABA. 

The vasospastic syndrome resulting from the use of the vibrating pneumatic hammer 
has, in my experience, always responded well to a change of occupation on the part of the 
patient, providing that this change has been accomplished early enough. Thermal injury 
such as frostbite and burns may be associated with digital vasospasm of long duration. 
The prognosis depends upon the underlying injury. I have seen two patients achieve 
excellent results from dorsal sympathectomy following frostbite with Raynaud's phe- 
nomenon of years’ duration. The answer to the problem of frostbite lies in extensive 
research by investigators of the caliber of Shumacker. Prevention and treatment of the 


acute, early frostbite injury is inadequate at present. Release of vasospasm in early stages 
does not appear to aid in the conservation of tissue (Arena and associates). Thawing of 
frozen tissue at room temperature and the use of anticoagulants are part of the present day 
treatment of this distressing problem. 


The scalenus anticus syndrome, with or without the presence of cervical rib, may 
simulate true Raynaud's disease in certain cases. The scalenus anticus syndrome must be 
ruled out, using Adson’s vascular test in all such cases. With increasing recognition, this 
syndrome is being diagnosed more and more frequently. For example, in the past six 
months at the Alexander Blain Hospital we have diagnosed one case a month, whereas 
prior to four years ago, this diagnosis had never been made at the clinic. Postoperative 
results after sectioning the scalenus anticus muscle and resecting cervical ribs when 
present have been uniformly excellent in my experience. 

There are many known variations of this syndrome, such as subclavian muscle com- 
pression of the subclavian vein. The reader is referred to an excellent article on this 
subject by McCleery and associates of Vanderbilt University. 

Hyperhidriosis and sympathetic reflex dystrophy (Sudeck’s atrophy) are two addi- 
tional vasospastic disease states. In the former, I have had excellent results in the three 
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cases in which Banthine was employed as recommended by Grimson. In the latter con- 
dition, and in most cases of post-traumatic causalgia, appropriate sympathetic ganglionec- 
tomy has given lasting relief. 


ESSENTIAL ARTERIAL HYPERTENSION 


As a surgical and medical problem this disease ranks second only to arteriosclerosis. 
For this reason it would seem that there is now sufficient evidence of the beneficial effects 
to be obtained by both the surgical and medical forms of therapy to put an end to the 
rather bitter debate between some internists and some surgeons regarding treatment. At 
the Alexander Blain Hospital within the past year we have adopted the policy that 
patients in whom surgical treatment might be of benefit should be treated both surgically 
and medically, When this disease is progressive, the ultimate fate of the patient, if 
untreated, may be just as unfortunate as that of the patient with cancer. If both surgical 
extirpation and radiation therapy were of known benefit in a certain type of cancer, then 
it is likely that the patient with this cancer would receive both types of treatment. An 
example is carcinoma of the breast which is treated by radical mastectomy followed by 
irradiation therapy. So it is with progressive hypertension; as a result of this policy, a 
patient at our clinic below the age of sixty, with! hypertensive headaches and other 
symptoms, Grade 2-4 fundi (Keith Wagner scale), is subjected to bilateral splanchnicec- 
tomy and thoracic sympathectomy (D5-D12) in one stage. This is a modified Peet opera- 
tion and is more extensive than the procedure originally described by Peet. I have now 
performed this operation in 15 patients, with one death. In half the patients, as a second 
stage, a bilateral lumbar sympathectomy (L2, 3 and 4) has been carried out. All of these 
patients are under postoperative management by our internists and are on potassium 
thiocyanate, low sodium diets, and other medical measures. In all cases, these patients 
are more responsive to medical management than they were preoperatively and their 
symptoms have been ameliorated, although we have not had uniformly significant sus- 
tained blood pressure falls as measured at outpatient visits to the clinic. Some patients 
are alive and well at the end of a three year period during which time they might have 
been expected to die of their hypertension. 

While on the subject of hypertension, another advance should be mentioned in this 
and related tields. This has been a more aggressive attitude on the part of physicians and 
surgeons regarding the treatment of apoplexy. Heralding this advance has been the 
increasing use of stellate ganglion and cervical sympathetic blocks in cases of apoplexy 
due to cerebral thrombosis and embolism. The rationale of these procedures is based on 
the idea that thrombosis in the head and neck should be approached from the same 
standpoint as thrombosis in any other extremity. While confirmation from the experi- 
mental laboratory that such blocks actually increase cerebral circulation has not yet been 
obtained, anyone who has done a large number of these procedures has seen, in at least 
a certain percentage of cases (perhaps 30-40 per cent), truly dramatic responses to these 
blocks. Patients have been observed to come out of coma or to move the paralyzed 
extremities on the hemiplegic side immediately after the production of a Horner's syn- 
drome. The final value of this procedure awaits further clinical study, but in the mean- 
time the patient with a cerebral thrombosis is getting better treatment than ever before. 
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LIGATION OF THI AND 


SPLENIC 


HEPATIC ARTERIES IN PORTAL HYPERTENSION 


Considering the high mortality and the uncertain end results of the various operations 
employed at present for the relief of portal hypertension, there is a continuing need for 
further investigation of this whole problem. It has not yet been demonstrated that on a 
national scale over a period of years the results of either the spleno-renal anastomosis or 
the portacaval anastomosis are going to be superior to the results previously achieved 
by splenectomy, although there is promise that this will be so. 

Ligation of the splenic artery appears to me to be a more logical operation than does 
splenectomy because a functional splenectomy is achieved without destroying the 
numerous collateral venous channels which develop between the spleen, diaphragm, and 
other structures. Anyone who has seen these natural anastomoses, especially from a 
thoraco-abdominal approach, realizes that in many cases they are larger than any that 
can be constructed surgically between the splenic and renal veins.* Furthermore, they are 
patent and will remain so. Ligation of the splenic artery was first performed by my father, 
Alexander W. Blain, and he was first to stress the low mortality associated with this 


Operation, 


Recently, Rienhoff has ligated the hepatic as well as the splenic artery for portal 
hypertension with promising carly results. This startling operation awaits further trial 
and is not recommended for general use until Rienhoff and others have had a chance to 
evaluate it more thoroughly. 


PATENT DUCTUS ARTERIOSUS AND ARTERIAL VENOUS FISTULAI 


Space does not permit a discussion of traumatic arteriovenous fistulae or other problems 
associated with trauma of arteries. This large subject, as well as the tremendous amount 
yf current research into the use of grafts to replace segments of damaged blood vessels, is 
not within the scope of the present article. The general physiologic effects of arterial 
venous fistulae are now widely appreciated. It is known throughout the country that these 
fistulae must be closed after the development of adequate collateral circulation. 
Sympathectomy often aids in the development of collateral circulation and in the 
operative closure of the fistula. Either a quadruple ligation is necessary or the artery may 
be reconstructed using the transvenous approach. In the latter case the vein must be 
ligated above and below the excised communication, These principles apply to the 
congenital arteriovenous fistula sometimes seen in the form of multiple hemangiomatous 
tumors, especially in the extremities of growing children, In such cases there is enlarge- 
ment and other deformity of the involved limb. These cases constitute a real surgical 
problem and require multiple staged resections as the fistulous communications are 
usually multiple. If surgical excisions fail, amputation is often the only final solution. 

The first patent ductus arteriosus to be cured was ligated by Gross only about 12 years 
ago. This fairly common congenital defect is essentially an arteriovenous fistula of the 
aorta as there is a mixing of oxygenated arterial blood with the oxygen-poor blood in the 
pulmonary artery. Gross and others now feel that in all cases the ductus should be divided 


Lithoueh 1 date found it necessary lo destroy these anastomoses in remoting a laree spieen due 
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and sutured, while Blalock, Gordon Murray and Cameron Haight lead the school of 
thought which holds that multiple ligation is safer, faster, and associated, when 
properly done, with no more recurrences. The following recent case illustrates a char- 
acteristic patient done by this latter technic as it is being used throughout the country. 


CASE REPORT: A.B.H. 31-1189 


K.W.. a five year old, was first seen at the clinic on April 4, 1951, She had always enjoyed good 
health, with the exception of the usual childhood diseases, although her exercise tolerance was 
rather low. She was a normal baby and had been delivered without incident. There was no history 
of cyanosis and no evidence of subacute bacterial endocarditis. Two months prior to admission she 
had been examined by a pediatrician who cogfirmed her family physician's findings of a loud cardiac 
murmur 

On examination, positive findings were limited to the heart which was enlarged. There was a 
loud continuous machinery-like murmur which was loudest over the left third interspace and which 
radiated towards the left shoulder. It was well heard throughout the precordium and over the 
posterior chest. There was a palpable systolic thrill over the precordium. An electrocardiographic trac- 
ing Was interpreted as showing an intermediate electrical axis with no evidence of myocardial disease 
X-ray and fluoroscopic examination of the chest revealed Enlargement of the left ventricle due to 
hypertrophy and dilatation. There was no evidence of left auricular enlargement or of pulmonary 
insuthcrency 

The presence of a patent ductus arteriosus was diagnosed, and on April 21, 1951, ligation of the 
ductus was carried out. I entered the chest via the usual left posterolateral thoractomy through the 
fourth interspace after mobilization of the scapula. The mediastinal pleura was opened midway 
between the phrenic and vagus nerves above the base of the heart. The pericardial reflection over 
the pulmonary artery was mobilized and by dissection of the adventitia, a large short patent ductus 
was visualized. Care was taken to avoid the left recurrent laryngeal nerve as four 3-0 silk suture 
ligatures were secured tightly about the ductus, between the aorta and pulmonary artery. The murmur 
and thrill were abolished with the tying of the first ligature. 

Postoperative convalescence was without incident and the patient has remained well and probably 
will remain so forever, insofar as this malady is concerned 


SUMMARY 


In discussing the present status of the surgical treatment of nontraumatic arterial 
disease, the following points have been stressed : 


(1) Some progress is being made by Blakemore and others in the treatment of arterio- 


sclerotic aneurysms of the aorta. Dissecting aortic aneurysms still remain completely out- 


side the scope of our surgical and medical armamentarium. 

(2) At the present time thrombosis and embolic occlusion of the aorta are being 
treated with success in many instances. 

(3) Arteriosclerosis obliterans remains the number one vascular problem. Properly 
selected patients with symptomatic arteriosclerosis of the extremities are being aided by 
the increasing use of lumbar sympathectomy. Vasodilator drugs, with the exception of 
alcohol, are of little benetit in these patients. 

(4) A more conservative attitude regarding types of amputation for arteriosclerotic 
gangrene is paying rich dividends in terms of rehabilitation of patients at the present time. 

(5) The use of tobacco is contraindicated in all arterial diseases including arterio- 
sclerosis and Raynaud's disease. Patients with thromboangiitis obliterans, (Buerger’s 
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disease) can be cured if they stop smoking. They cannot be cured if they do not stop 
smoking. Sympathectomy in Buerger’s disease should be performed earlier in the course 
of the disease than it has in the past. 

(6) True Raynaud's disease runs a benign, chronic course in three-fourths of the 
cases. One-fourth of the cases are severely progressive (to tissue loss or the need for 
sympathectomy). These have the onset of their disease between the ages of 15 and 30 
years; usually any attacks can be precipitated by either exposure to cold or emotional 
upsets. They usually show marked evidence of vasomotor instability. 

(7) Dorsal sympathectomy is more successful in Raynaud's disease if a more exten- 
sive postganglionic resection is carried out than if the preganglionic operation is em- 
ployed. 

(8) Raynaud's syndrome and other states related to Raynaud's disease are being rec- 
ognized with increasing frequency. Their prognosis depends in many cases upon the 
underlying disease process. 

(9) In the future much work must be done to prevent and treat the acute stage of 
frostbite. This remains an unsolved problem. Anticoagulants are apparently of value 
in the conservation of tissue in the acute stage. Vasodilatation is apparently of no value 
in this regard. 

(10) A combination of good medical therapy and surgical therapy is recommended 
in the treatment of symptomatic progressive essential arterial hypertension. The opera- 
tion employed at the Alexander Blain Hospital is a supradiaphragmatic splanchnicectomy 
and sympathectomy (T5-T12) with bilateral lumbar sympathectomy (L2, 3 and 4) as 
a second stage. 

(11) Cervical sympathetic and stellate ganglion blocks have been observed to be 
of value in a percentage of cases of apoplexy due to thrombosis or embolism. The treat- 
ment of apoplexy, in general, is now more aggressive than formerly, with improved 
results. 

(12) Arterial ligations, both splenic (A. W. Blain) and hepatic and splenic (Rien- 
hoff), are being studied as possible adjuncts in the treatment of portal hypertension. 
The former operation has a low mortality in the poor-risk patient and a good rational 
basis. The latter operation requires further study before it can be recommended for 
general use. 

(13) Ligation of the patent ductus (Gross) represents a triumph of arterial surgery 
in the past decade. A typical case is reported. 
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ABSTRACTS 


ANESTHESIA AND ANALGESIA 


General Anaesthesia and Cardiac Inhibition, MICHAEL JOHNSTONE, Bolton, Lanes, 
England. Brit. Heart J. 13:47-55, Jan. 1951. 


The author has already reported that ventricular arrythmias appeared during 
cyclopropane anesthesia only when hypercapnia was allowed to occur, Elimination 
of carbon dioxide was followed by the disappearance of the arrhythmias. It was also 
observed that the inhalation of ether vapor caused the immediate disappearance of 
the arrhythmias in a manner which suggested a reflex action from receptors in the 
lungs. The present investigation aimed at determining the extent to which the anes- 
thetic agent activated the pulmocardiac reflexes by irritating vagal receptors in the 
air passages. 

Sixty healthy subjects were selected, their ages ranging from 20 to 50 years. The 
operations consisted mainly of herniorrhaphies, colporrhaphies. and elective appen- 
dectomies. Electrocardiographic observation was maintained throughout anesthesia 
in each patient. Only those patients in whom the air passages remained perfectly 
patent during anesthesia have been included. as obstruction of the passages by spasm 
or mucus may cause marked changes in cardiac rate and rhythm. 

It was noted that progressive slowing of the heart. to the point of complete cardiac 
arrest. followed the inhalation of an irritant vapor by a nonatropinized patient. 
The degree of cardiac inhibition varied directly with the irritancy of the inhaled agent. 
Marked increase in the pulse rate followed immediately upon the removal of the 
face-mask and the replacement of the gaseous contents of the lungs by air: this prompt 
reversal suggested that the vagal effects of anesthetic agents on the heart were of 
peripheral origin and were due to irritation of vagal receptors in the air passages 
causing reflex inhibition of the heart. The disturbances of cardiac function which 
followed the inhalation of an irritant vapor included SA nodal and AV nodal brady- 
cardia. pacemaker shift. partial and complete AV block. ventricular standstill, and 
complete cardiac arrest: all of these disturbances have been illustrated electrocardio- 
graphically. 

The intravenous administration of atropine during anesthesia also abolished the 
vagal effects of the anesthetic agents. It was noted that the degree of cardiac inhibi- 
tion which occurred during anesthesia was much less in the presence of hypercapnia: 
the intravenous injection of atropine'‘in the presence of carbon dioxide retention was 
invariably followed by the appearance of ventricular arrhythmias. multifocal ventricu- 
lar tachycardia being the most common. The ventricular arrhythmias precipitated by 
atropine were abolished by the elimination of carbon dioxide. 
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Doses of atropine up to 1/50th of a grain do not protect all patients from reflex 
cardiac inhibition during general anesthesia, particularly if high concentrations of 
irritant agents are used, This is not surprising as physiologists have pointed out that 
1 15th of a grain of atropine is required for the complete annulment of vagal activity 
in man, 

The combined use of atropine and prostigmine as the antidote to curare has been 
condemned in view of the adverse effect of atropine on the heart in the presence of 
hypercapnia. Other workers have demonstrated the parasympathomimetic drugs 
may activate the cholinergic sympathetic ganglia and cause the appearance of ventric- 
ular arrhythmias. Thus, the intensity of the sympathetic stimuli released by the com- 
bined effects of the two drugs may be sufficient to precipitate ventricular fibrillation. 

It has been suggested that the muscular relaxation obtained by the initial dose of 
curare should be maintained by the use of anesthetic agents such as cyclopropane or 
ether. thereby eliminating the need for atropine and prostigmine. 

It has been demonstrated that the ventricular and supraventricular arrhythmias 
associated with general anesthesia can be controlled by simple physical adjustments. 
The mechanisms of cardiac failure during general anesthesia have been outlined 
and their prevention and treatment described. 15 references. 7 figures.— Author's 


abstract. 


Evaluation of Changing Concepts in General Anesthesia as They Apply to Office 
{dministration jor Oral Surgery. MAURICE J. ORINGER, New York. \. Y. Current 
Researches in Anesth. & Analg. 30:16-25. Jan.-Feb. 1951. 


Many concepts in general anesthesia. notably those relating to the significance of 
the rate, rhythm, and quality of the pulse beat: the position of the eyeballs: the 
reflexes: and most especially, the rate. rhythm, depth, and quality of respiration, 
have successfully withstood the test of time. Their importance remains unaltered 
even in the face of the tremendous advances which anesthesiology has achieved. 

Concepts relating to the behavior of general anesthetic agents have not. however. 
remained constant. Methods of administration in particular are constantly liable to 
revision, in direct ratio to the new information made available by clinical experience 
and the discoveries of research investigators. Since the chemical and physical prop- 
erties of these agents and their effects on cellular metabolism remain constant regard- 
less of the nature of the operation or the place of administration. adaptations for 
special needs cannot be divorced from these considerations or deviate from basic 
technics. 

With the advent of anesthetic synergists. a new concept has arisen regarding the 
significance of the oxygen content in anesthetic mixtures. This concept—that delivery 
of high gross volume per cents of oxygen in oxygen-rich anesthetic mixtures makes 
for complete freedom from the dangers of anoxia in the administration of general 
anesthesia—-is not entirely valid and will bear re-examination and_ re-evaluation. 
Anoxia and irreversible changes may result during general anesthesia. unless an 


adequate quantity of oxvgen with which normal metabolic function can be main- 
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tained, is carried to the brain cells, In anemia, the dangers of anoxia may remain 


potential despite the administration of a large percentage of oxygen in gaseous mix- 
tures, because of the lack of hemoglobin to transport oxygen to the brain cells. High 
gross intake of oxygen in anesthetic mixtures rich in oxygen content merely assures 
that brain tissues will receive the full potential of the 2 per cent of oxygen that it 
has been ascertained can be made available by direct physical solution of oxygen in 
the blood and tissue fluids. The remaining 98 per cent of oxygen that is made avail- 
able to the brain cells consists of that portion of oxygen delivered to the patient 
which has gone into chemical combination with the hemoglobin of the blood to form 
oxyhemoglobin. 

Many diverse yet interdependent factors enter into or directly affect the physiology 
of respiration to make it an extremely comp!ex function. Compensatory factors asso- 
ciated with systemic diseases such as anemia all tend to influence the efficiency of the 
respiratory mechanism and the oxygen requiremerfts of the patient. Best and Taylor 
have asserted that the suitability of any given case for oxygen therapy is dependent 
upon certain quite definite principles. and that it is not possible to benefit stagnant or 
anemic types materially by oxygen therapy. since in these the arterial blood is already 
nearly fully saturated. “The most that could result would be an increase in the quan- 
tity of oxygen held in simple solution, and an unimportant rise in the oxygen satura- 
tion of the hemoglobin.” It appears axiomatic that if anoxic anemia may persist 
despite administration of oxygen therapy, the administration of 50 per cent or more 
of oxygen with an anesthetic mixture of gases cannot be expected to achieve better 
results when general anesthesia is administered for these cases. 

Reports by research investigators like Courville are not intended to frighten unduly. 
or to discourage the use of general anesthesia. They serve rather to emphasize poten- 
tial dangers for our guidance, so that the incidence of morbidity may be sharply 
reduced by judicious usage and the wider use of general anesthesia thereby encour- 
aged. 

Local, regional. and general anesthesia all have their uses in oral as in other types 
of surgery. All the available anesthetic agents are much too valuable to be ignored. 
Selective choice and symptomatic administration of anesthesia are essential to suc- 
cess and safety. Dogmatic administration of preferred agents for routine office admin- 
istration. dependence upon fixed formulas of gaseous mixtures rich in oxygen, or 
administration of anesthetics for purposes that are contraindicated are dangerous. 
unscientific. and basically unsound. 

The argument that such faulty practices are largely unavoidable in the dental 
office because it is impractical to subject a patient to exhaustive physical examination 
prior to administration of general anesthesia on ambulatory patients for oral surgery 
is not entirely tenable. A medical history. and physical examination adequate to reveal 
hemoglobin gram per cent of the blood. and the rest of the simple. yet basically 
essential information required to help increase the margin of safety of administra- 
tion of general anesthesia and to aid in selection of the most suitable anesthetic agent. 
are practical and readily obtainable even in the dental office. 8 references. 1 chart. 
luthor’s abstract. 
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Cardiac Arrest, RUTH M. ANDERSON, WILLIAM G, SHOCH, AND HENRY D. FAXON, Cushing 
Veterans Administration Hospital, Framingham, Mass. New England J. Med. 
243 :905-909, Dec. 7, 1950. 


A review of recent literature shows that cases of cardiac arrest on the operating 
table are being treated successfully by cardiac massage often supplemented by intra- 
venous or intracardiac injection of epinephrine. A case is reported in a man seventy- 
eight vears of age in whom cardiac arrest occurred during operation for lysis of 
adhesions under endotracheal ether anesthesia: cardiac massage and intravenous 
injection of one per cent procaine and a 1:1000 solution of epinephrine resulted in 
restoring the heart action, The patient made a good postoperative recovery. It was 
estimated that the cardiac arrest had lasted at least three minutes, but there was no 
evidence of any damage to the brain cells. At the hospital where this patient was 
operated on, procaine as well as ephedrine is given in surgical cases in which circula- 
tory arrest occurs. On the ground that it is difheult to determine at first whether cardiac 
standstill or ventricular fibrillation is the cause. Procaine is effective in stopping 
fibrillation and also in reducing the irritability of the conduction system; therefore, 
while the epinephrine stimulates the contractions of the heart. the procaine has a 
protecting effect against fibrillation and serves to coordinate the contractions. For 
this reason a syringe containing 9.5 cc. of 1 per cent procaine and 0.5 ec, of 1:1000 
ephedrine is always available in the operating room, As circulatory arrest may also 
oceur in the operating room before the operation has been begun or after it is com- 
pleted. when no suitalrle instruments are available for opening the chest. a small kit 
containing suitable sterile instruments is also provided, This kit of instruments and 
the syringe are kept in a cabinet in the central part of the operating room labeled 
“Cardiac Resuscitation Kit”: all the operating room personnel are familiar with its 
location and its use. so that no delay results from lack of adequate equipment in 


treating cardiac arrest. 6 references. 4 figures. 


Wiscniewskis Method of Local Anesthesia and Blockade. 1. sivcnKi. Polish Medical 


\ eekly 3:37-38. 1950. 


The author, who spent some time in Moscow. gives his impressions of Prof. 


Wiszniewski’s Institute of Surgery. He discusses in detail the method of anesthesia 


by means of novocain which was brought into medicine by Wiszniewski. 

Conduction anesthesia of the nerves is now commonly done by this method as well 
as local anesthesia through injections into the operated tissue. One-fourth per cent 
typotonic novocain solution, containing calcium and potassium salts with an addition 
of adrenalin, is used for this purpose by Wiszniewski. 

The most complicated operations have been performed by Wiszniewski utilizing 
the above method. 

The author compares the advantages and defects of local and general anesthesia in 
operations of the thorax. Before an operation in local anesthesia is performed. an 


artificial pneumothorax is made on the side where the operation is to be performed. 
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The author also describes excision of the esophagus (esophagectomy). performed 


by Wiszniewski's method in local anesthesia. Finally the author gives a few typical 
examples of local anesthesia and discusses the so-called oleobalsamic ointment intro- 
duced by Wiszniewski to the healing of wounds. 


PREOPERATIVE AND POSTOPERATIVE THERAPY 


Effect of Postoperative Bed Rest and Early Ambulation on the Rate of Venous Blood 
Flow, H. PAYLING WRIGHT. §. B, OSBORN, AND DENISE G. EDMONDS, University College 
Hospital and Medical School, London. Lancet / :22-25, Jan. 6, 1951. 


The rate of venous flow in the extremities of 117 surgical patients on different 
days after operation is reported. The patients studied included those who were am- 
bulatory on the day the tests were made. and those who had remained in bed since 
the operation. In patients who were ambulatory, no slowing of venous flow was found 
in either the arm or the leg. In patients who remained in bed, there was a definite 
reduction in the rate of venous flow which was most marked in the leg ten to twelve 
days after operation. In cases in which a pelvic mass had been removed. the venous 
flow in the leg was accelerated after operation as compared to the preoperative rate 
of flow; this occurred even in patients confined to bed. but the venous flow was much 
less rapid in these patients than in those who were ambulatory after a similar opera- 
tion. This is attributed to the fact that the removal of the pelvic mass. which had acted 
as a mechanical obstruction to the venous return from the legs. accelerated the venous 
flow even in patients who were not ambulatory. The findings with regard to the effect 
of postoperative ambulation on the venous flow. especially in the leg. is in agreement 
with the findings reported by others. and indicates that early ambulation is of definite 
value in the prevention of postoperative thrombosis, 25 references, 2 tables. 3 figures. 

We are glad to see that our confréres in Britain are using the same early ambulation 
which has been so successful for many years here in America.—J. H. F. 


Citrate Tolerance. GLENN MARSHALL. Escondido. Calif. California Med, 73:494-96. 
Dec. 1950. 


There is a wide variation among human beings in tolerance to sodium citrate. It is 
important to those concerned with blood transfusions that the incidence of reactions 
to citrate is quite low. except in the event of massive transfusing. when the amount 
of citrate with the blood being given to the patient must be carefully considered. 19 
references. 


TUMORS 


Thermal Coagulability of Serum Proteins and the Diagnosis of Malignant Disease. 
HAROLD JACKSON, Manchester. England. Brit. M. J. 1201-1203. Nov. 25, 1950. 


The thermal coagulability of serum proteins in the presence of iodoacetic acid 
has been examined in 65 normal individuals. 89 cases of malignant disease. and 63 
patients with other diseases. 
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An “iodoacetate index” has been calculated for each serum; this has been used 
to assess changes in the coagulability of serum proteins in relation to disease. The 
distribution pattern of the figures so obtained leads to the conclusion that the deter- 
mination of such an index is useless in the diagnosis of malignant disease. Not only 
may serum from apparently healthy individuals furnish iodoacetate figures falling 
into the index range suggested for cancer cases. and vice versa. but most cases of 
non-malignant disease gave values in the “cancer range.” 

Strongly positive tests were nearly always obtained in acute and chronic intlam- 
matory lesions of the chest and in hemorrhagic states in the alimentary tract not 
associated with malignancy. This completely precludes even a limited application of 
this test in the diagnosis of cancer where it would be of greatest practical value. 

The test also reveals no consistent correlation between the “iodoacetate index” and 
the severity of the malignant condition: even advanced cases of cancer may give fig- 
ures in the “normal range.” 5 references. 2 figures, 1 table-—Author’s abstract. 


The public should know these results —D. V. T. 


Early Diagnosis of Cancer: The Biopsy. ©. 3, JORDAN, AND EB. L. KEYES, St. Louis. Mo. 
J. Missouri State M. A. 48:97-101, Feb. 1951. 


Tissue proof of the disease is the ultimate criterion in all diagnoses, especially in 
carcinoma. The earlier in the disease that one has a positive diagnosis. the sooner 
the patient will be treated. The number of five vear survivors should then increase. 
The public is educated to be suspicious of an abnormal finding: physicians should 
not be less suspicious themselves. Physicians should be alert and never too busy to 
examine the patient thoroughly. One early cancer picked up in its beginning should 
stimulate all to be on guard at all times against methods which are slipshod. One 
cancer case found early and given adequate treatment is worth a lifetime of seeking. 
The biopsy must be kept in mind. It is the best and most efficient method available 
to give an opinion as to the nature of suspicious lesions or abnormal findings. 

luthors abstract. 


Sarcoidosis, J. LINDGREN. Portland Clinie Bulletin 4:97-104. March 1951. 


Sarcoidosis is a systematic infection of unknown etiology. As a rule the disease is 
seen in young adults. principally in those in the third and fourth decades of life. In 
some studies no sex incidence has been reported: in others the ratio of women to men 
is 2 to 

The onset of sarcoidosis is insidious and gradual. and probably is not recognized 
in its earliest stages. The most characteristic feature is the disparity between symp- 
toms and extent of involvement. There is no specific symptom complex: the symp- 
toms vary with the organ or organs involved. Most patients have lymph node enlarge- 
ments. which may be the only symptoms. With lung involvement. which is also 
frequent. there may be any of the cardiorespiratory symptoms, such as cough, sputum. 
hemoptysis. shortness of breath. and chest pain. Lesions of the skin may be the only 


presenting complaint, About 50 per cent of the patients have low-grade fever. 
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Physical examination may show extensive involvement of the lymph nodes and 
lungs. The lymph adenopathy may be either generalized or confined to one area. The 
nodes are usually firm, discrete. and not tender. They need not be palpably enlarged 
to be involved. There may also be disturbances of the cardiovascular system, periph- 
eral nerves, and gastro-intestinal tract. The disease has been observed in practically 
every organ in the body. In order of frequency. other sites of involvement are the 
spleen, liver, skin, eyes, bones, tonsils, and parotid glands. Serous membrane involve- 
ment is infrequently seen. Other syndromes which have been associated with sarcoido- 
sis are Hodgkin's disease, hemolytic anemia, thrombocytopenic purpura, polyarthritis, 
and, of course, tuberculosis. 

There are no characteristic changes in the blood count. A monocytosis that may 
reach 15 per cent has been reported. Mild eosinophilia may occur. The sedimentation 
rate is often increased. 


That there is elevation of total serum protein (around 68 per cent) has been known 
for many years. The rise is exclusively in the globulin fraction, and electrophoretic 


studies have shown this to be primarily in the gamma globulin. 

Elevation of serum calcium but with a normal phosphorus has been reported. Simi- 
larly, there may be a rise in alkaline phosphatase. Various serologic tests have been 
noncontributory. The tuberculin test has been negative in the majority of cases in 
which it was used, and weakly positive in others. The Kveim test has been used for 
diagnosis, but the reaction is slow, of long duration, and may produce severe lesions. 
Chest roentgenograms follow no specific pattern, They may suggest tuberculosis, 
carcinomatosis, beryllosis, bronchiolitis, or silicosis. The pulmonary changes tend to 
be bilateral, and involvement is widespread, Reisner pointed out three characteristic 
patterns: 

“1. Diffusely disseminated changes consisting of discrete small nodular foci, which 
in appearance and distribution may be identical with the findings observed either in 
acute miliary or in chronic forms of hematogenous tuberculosis. . . . 

“2. Either diffuse or localized changes of a linear or strand-like character, ap- 
parently following the distribution of the bronchovascular ramifications, and giving 
rise to the roentgenologic appearance of prominent root trunks and peripheral 

“3. Patchy coalescent densities having the appearance of conglomerate fibrotic 
induration, usually in combination with the widespread changes of a linear and dis- 
crete nodular character.” 

These changes may regress spontaneously and disappear with no residual lung 
changes or may remain static. Enlarged hilar lymph nodes have been present in the 
majority of the cases described. 

The characteristic osseoid changes seen on roentgen study involve the phalanges. 
although they have been observed in long bones and elsewhere. Two types of lesions 
are described. One consists of well-localized. punched-out cystic areas without evi- 
dence of surrounding inflammation. The number of cystic lesions may vary from one 
to many. The second type of lesion shows a coarse reticulated pattern in the medullary 
portion of the bone and is believed to be more characteristic of sarcoid. Joint or 
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periosteal involvement is rare. This may account for the absence of pain. Involve- 
ment of the bridge of the nose has been observed. It occurred in one of the seven cases 
herein reported. Mutilating deformities of the hands have also been noted. 

The course of sarcoidosis tends to be long. It may persist over a period of years. 
Involvement of one organ need not be correlated with that of others; for instance. 
skin lesions may remain stationary while associated pulmonary disease progresses. 
Involvement of lymph nodes. lungs, liver, or spleen may be transient and subside, 
only to recur at some later time, The disease is not benign, as was formerly thought. 
The most dreaded complication is tuberculosis, which up to 25 per cent of patients 
develop. Cor pulmonale with subsequent death occurs in numerous instances, The 
seriousness of eve involvement has been pointed out. There may be involvement of 
the heart directly or of the cardiovascular system with subsequent death. The bone 
lesions usually do not cause crippling. 

There is no known effective treatment for sarcoidosis at this time. The disease runs 
its unpredictable course despite the various agents that have been tried. Among these 
are arsenicals. gold. roentgen rays. tuberculin, and antibiotics. Rest has been tried. 
but there is no concrete evidence that it influenced the course of the disease in any 
way. The same is true of streptomycin. Treatment remains largely symptomatic. and 
periodic examinations are necessary to follow the course. 

Only 13 cases are recorded in approximately 420,000 listed in the combined cross 
index files of a large hospital in Portland, the local medical school, and the Portland 
Clinic. This is an &pparently smaller incidence than that in the population elsewhere 
in this country and in- other countries, One must account for the small number of 
eases in the Portland area either by failure to recognize the disease, improper records. 
or possibly. the smaller percentage of Negro population in the northwest since the 
incidence of sarcoidosis is greatest among Negroes. 


NEUROSURGERY 
Tumors of the Spinal Cord without Neurologic Manifestations, Producing Low Back 


and Sciatic Pain. H. W. DODGE, JR.. H. J. SVIEN. J. D. CAMP, AND W. McK. CRAIG. 
Rochester. Minn. Proc. Staff Meet. Mayo Clin. 26:88-89, Feb. 28, 1951. 


Low back and sciatic pain is a common complaint, caused by a variety of condi- 
tions. In a few patients with low back pain and sciatica in whom no sensory, motor. 
reflex or sphincter disturbances are present and who give a typical history of herni- 
ated intervertebral disks. tumors of the spinal cord may be the causative agents. 
During the two-year period 1947 to 1949, 1,242 patients were operated upon at the 
Mayo Clinic for removal of herniated lumbar disks. During the same period the 
diagnosis of “protruded-disk suspect.” on the basis of the initial general, orthopedic, 
neurologic and roentgen-ray examinations, had been made for an additional 27 pa- 
tients who were found actually to have tumors of the spinal cord. Of this group of 27 
patients there were 12 who had no sensory, motor, reflex, or sphincter disturbances. 
In other words, 12 patients initially suspected of having herniated intervertebral disks 
underwent examination with completely negative results, but were later found to have 
tumors of the spinal cord which were causing their low back pain and sciatica. 
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Intractable Pain as a Surgical Problem: Some Conclusions on the Relief of Pain by 
Operations Upon the Central Nervous System. J. L. DOWLING, Sydney, Australia, 
M. J. Australia 2:845-850, Dec. 9, 1950. 


The far-reaching effects of chronic intractable pain are noted and a classification 
in broad terms of the types of patients who are likely to require treatment for pain 
is given. These are divided into those with malignant disease, the neuralgias of un- 
known origin and those with pain resulting from other internal diseases, e.g., angina 
pectoris, The author is of the opinion that where life beyond a period of two or 
three months is not to be expected. morphine should not be withheld; otherwise some 
operative method should be selected. 

The accepted anatomic path of pain is described followed by notes on posterior 
rhizotomy. This was originally investigated most extensively for the relief of tabetic 
crises but has since been used in a multitude of different conditions. Extensive deaf- 
ferentation of limbs is deprecated whilst a warning is issued that despite rendering 


large areas anesthetic, pain can recur in a numly region. The best results occurred 


in cases of localized segmental neuralgias. and good results were reported for anginal 
pain. 

Spinothalamic tractotomy is particularly applicable to conditions where pain is 
confined to levels below the sixth thoracic segment. To relieve pain adequately, opera- 
tion must produce a level of analgesia higher than the upper limits of the pain and 
this can be easily achieved in the cited instance. For the relief of pain in the upper 
limb, high cervical cordotomy may be employed, but relief is less certain because it 
may be no easy problem to produce a sufficiently high analgesic area. In such cases. 
the division of a few posterior nerve roots will help to raise the level. The occurrence 
of girdle pains postoperatively is mentioned without shedding further light upon 
their source, The recurrence of pain after a considerable period of freedom from it 
is recognized. Because of its rarity, this last is not considered a contraindication to 
operation. Division of the tract in the medulla or in the mid-brain is regarded with 
considerable caution; the former because there is an appreciable risk to life and 
because the upper level of analgesia is frequently no higher than that obtained by 
cervical cordotomy; the latter because it often gives unnecessarily widespread sensory 
effects as well as not infrequently setting up unpleasant paraesthesiae. 

Intracranial section of sensory nerves is briefly surveyed in relation to malignant 
disease of the mouth, jaws, ete. Careful assessment of the exact distribution of the 
pain is stressed so that an area can be rendered sufficiently numb not merely to cope 
with pain at the moment of operation, but also to anticipate, as far as possible, the 
future spread of the cancer. 

Leucotomy (lobotomy) for the relief of pain is favorably reviewed and the relative 
merits of bilateral and unilateral operations are compared. It seems that bilateral 
operation relieves pain more regularly. though causing more obvious mental altera- 
tions, whereas the unilateral operation produces unnoticeable psychologic results. 
The author favors the latter but is prepared to operate on the opposite side later 
should relief be inadequate. Leucotomy is advised only in those cases which have 


developed an obsessional outlook towards their pain or who are overwrought with 
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fear of death or the continuance of more pain. Postoperative questioning often elicits 
the response that pain is as bad as ever and one must seek evidence of relief in such 
objective facts as the lack of spontaneous complaint of pain or the loss of the need 
for drugs. 


Finally. a warning is given to avoid any pain tract division in those patients whose 
symptoms are of purely psychologic origin. The production of an area of numbness 
in such people diverts their attention to the insensitive spot which will be as great 
a source of complaint as the original pain which has not been cured by the operation. 


These patients must be recognized before they undergo any operation if the surgery 


of pain is not to fall into disrepute. 38 references. 3 figures. 


Atropine in the Treatment of Closed Head Injury. ARTHUR WARD, JR., Seattle, Wash- 
ington. J. Neurosurgery 7 :398-402, Sept. 1950. 


The accepted treatment of severe closed head injuries is largely concerned with 
supportive measurés at the present time, and no definite therapy has been previously 
described that is directed at any specific reversal of the non-surgical pathophysiologic 
sequelae of trauma of the brain. 


It is known that while free acetylcholine (ACh) is never normally present in 


cerebrospinal fluid. it is found in relatively large quantities shortly after trauma in 
the experimental animal. In the experimental animal, Bornstein also felt that both 


the EEG patterns and the stuporous condition resulting from cerebral trauma may be 
abolished by appropriate doses of atropine sulfate. 


On the basis of the above data, anticholinergic therapy by atropine sulfate in doses 


of 0.1 mg./Kg. (1/10 gr. in adult man) has been used in an initial series of 20 pa- 
tients who had sustained very severe closed head injuries. Dramatic and consistently 


reproducible clinical improvement was obtained in selected instances. Because of 
these favorable results. anticholinergic therapy has been used in an additional series 


of 72 consecutive patients with all grades of cerebral trauma. 19 references.——Author’s 
abstract. 


The Surgical Treatment of Convulsive Disorders, LEONARD A, TITRUD, Minneapolis, 
Minn. Journal Lancet 7] :63-4, Feb. 1951. 


Medical management will prevent epileptic attacks in most patients. but surgical 
treatment should be considered for the uncontrollable seizures which begin in the 
region of cortical scars. as well as for intracranial tumor. hematomas and abscesses. 
If convulsions are permitted to continue, cerebral tissue injury from anoxia or pete- 
chial hemorrhages will result in gliosis. This constant destruction of brain tissue with 
cicatricial healing not only perpetuates the epileptic state but produces intellectual 
and personality deterioration. 


More than half of the individuals having either the epileptogenic areas of menin- 
gocortical sear or cerebral cicatrix excised have obtained satisfactory relief from 
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seizures. About half of the remaining patients are improved. Anticonvulsant medica- 
tion such as phenobarbital must be administered for one or two years postoperatively 
and then may be gradually withdrawn, if seizures do not recur. 

Unfortunately, cicatrix and cortical excision is limited to those having focal epi- 
lepsy and does not offer benefit when cerebral disturbance is more widely distributed. 
However, there is no reason why cortical extirpation cannot be gainfully employed 
for each of a few distinctly epileptogenic foci in one individual. Surgical therapy 
has a definite place in the care of the epileptic patient, and each patient who suffers a 
convulsive disorder must be carefully studied as a candidate for this treatment.— 


Surgical Treatment of So-called “Essential” Hypertension (Le traitement chirurgical 
de [hypertension dite “essentielle”). 3. Govaerts, Brussels, Belgium. Lyon chir. 
45 :907-28. Nov.-Dec. 1950. 


In one group of 37 cases of essential hypertensign, total abdominal sympathectomy 
was the operation employed. In a later group of 26 cases thoracolumbar sympathec- 
tomy was done. In all cases a study of renal function and of the vasomotor function 
(including examination of retinal arteries) was made before operation was done. 
The patients were classified into five groups based on the condition of the retinal 
arteries. according to the classification of Keith, Barker and Wagener. The 
results obtained. as reported by the author, show that extensive thoracolumbar sym- 
pathectomy gives better results than abdominal sympathectomy in all groups. in that 
the fall in blood pressure is greater and more lasting and the late results more satis- 
factory. This is especially true in the groups in which the retinal lesions are most 
advanced (groups II] and IV). In 11 cases in which thoracolumbar sympathectomy 
was done, renal biopsy was made before operation. This showed that the degree of 
change in the kidney was the best indication of the results of the operation. When 
the renal lesions were discrete. the operation resulted in very definite and lasting fall 
in blood pressure; when the renal lesions were extensive, the operation had little or 
no favorable effect. The findings in the retinal arteries corresponded very closely to 


those of the renal biopsy. The best results of operation were seen in patients of group 
0. 1. and Il (Keith, Barker and Wagener’s classification), patients of group III were 
benefited to some extent if the tests of vasomotor function were favorable. In group 
IV. operation is indicated only if the renal function tests give approximately normal 
results and the tests of vasomotor function also are comparatively favorable. 30 
references. 


Surgery of the Extremities in Cerebral Spastic Disorders. siw~NEY KEATS, Newark, 
N. J. J. M. Soc. New Jersey. 48:57-59, Feb. 1951. 


Cerebral palsy is one of the most frequent causes of crippling in children. second 
perhaps only to poliomyelitis. Rehabilitation of the palsied child now encompasses 
measures for the psychologic. educational and social restoration of the child. as 
well as for his physical rehabilitation. Surgery has a definite role in this program, 
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but it must be considered in each individual child only by what it may contribute 
to the over-all restoration of that child. Cerebral palsy is a general term designating 
any paralysis, weakness, incoordination or functional deviation of the motor system 
resulting from an intracranial lesion. Corrective surgery of the extremities is most 
successful in the cerebral spastic group. Extremity surgery in the athetoid group 
usually results in complete failure and may produce a worse deformity than the orig- 
inal condition. This is particularly true in the transposition of tendons in the ex- 
tremities in the athetoid. 

In the spastic extremity, the choice of surgical procedure depends greatly on the 
“muscle picture in that extremity.” Careful muscle evaluation is of utmost impor- 
tance. The spastic extremity is characterized by the presence of the “stretch reflex” 
in those muscles. As a general rule, tenotomies of the contracted muscles are contra- 
indicated. Tendon lengthening, when indicated, is of greater practical value. The cor- 
rection obtained in this way must be safeguarded postoperatively by the application 
of a brace or splint. because the spasticity of the muscles involved has not been 
changed by the procedure. A neurectomy is the only direct means of eliminating 
spasticity in muscleg. A “selective neurectomy,” in which only those fibers showing 
hyperirritability (when stimulated by a faradic current during the operation) are 
severed, is a gratifying operative procedure for the restoration of proper muscle 
balance, especially in the control of the position of the foot, 4 references.—Author’s 
abstract. 


HEAD AND NEOK 


Lateral Cysts and Fistulas of the Neck. CONRAD J. BAUMGARTNER, Beverly Hills, Calif. 
California Med. 73:466-72. Dee. 1950. 


The embryonic origin of lateral cysts and fistulas remains controversial. They are, 
however, located in the general anatomic pattern of the embryonic thymie duct. 
which starts in the lateral pharyngeal wall and passes under the sternomastoid muscle 
. to enter the mediastinum, The cyst is a unilocular, semi-attached, non-translucent 
. mass which has a tendency to become infected in 30 per cent of cases. 

The pre-auricular sinus occurs in front of the ear and is due to either a branchial 
cleft or an inclusion of one of the six primitive buds which form the external ear. 

Cystic hygroma is due to sequestrated lymphatic channels. These are always multi- 
locular and rather invasive and may extend into the mediastinum and arms. 

The lateral fistula should be excised through a stepladder incision. The tract is 
dissected through the lower incision as far as possible. A separate incision is then 
made at a higher level, the tract transferred, and dissection carried to the lateral 
wall of the pharynx where it may be invaginated or tied flush with the pharyngeal 
wall. 

The lateral cyst should be approached through a horizontal incision and after the 
flaps are reflected. the cervical fascia is incised along the anterior border of the sterno- 
mastoid muscle. These cysts are always in front of the carotid sheath and therefore 
should not be approached from a point behind the sternomastoid muscle. 
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The pre-auricular sinus should be excised before infection has set in. The tract 
usually does not go deeper than the ear drum and is lined with vestiges of skin while 
the so-called branchial fistula (lateral fistula) is lined with squamous epithelium, 
surrounded by lymphoid stroma and does not contain vestiges of skin. 

Cystic hygroma should be excised. The procedure may be simple, difficult, or even 
impossible due to the invasive tendency of these numerous cysts which may not only 
surround important structures of the neck, but may extend into the mediastinum, 
axilla, and down the arm, 15 references. 14 figures.——Author’s abstract. 

Specifically discussing the lateral fistula of the neck, the pre-auricular sinus, and 
the cystic hygroma, the author describes the probable embryonic origin of each, The 
lateral cysts and sinuses are related to the thymic duct; the pre-auricular sinus to the 
branchial clejt, and the cystic hygroma to lymphatic vessel aberration, On the basis 
of the described embryonic origin and observed anatomy, he briefly describes surgical 
correction of these defects.—Fad. 


PLASTIC SURGERY | 


Replacement of a Skin Grajt by a Basal Cell Carcinoma, Phila- 
delphia, Pa. J. Maine M. A. 42:6-9, Jan. 1951. 


This is a case report of the development of basal cell carcinoma replacing the skin 
graft which had been used several years before as part of the correction of a cicatri- 
cial defect following a third degree burn. The burn originally was from hot fat. 


The first plastic correction was scar tissue resection and skin graft. Two years later 


the patient reappeared with basal cell carcinoma in this grafted area. Subsequent 
surgery was necessary with complete removal of the upper and lower lids and the 
eveball because of the carcinomatous invasion of the orbit. Before the case was re- 


crafted. the patient received further x-ray therapy. 5 figures.Author’s abstract. 

Carcinoma arising in a skin graft is extremely rare, and this case report rather 
suggests that the malignant process began in the tissues adjacent to the graft and 
subsequently involved the whole orbit by extension —C. R. L. 


THYROID AND PARATHYROID 


Treatment of Papillary Carcinoma of the Thyroid with Lateral Cervical Metastases. 
GEORGE CRILE, JR.. Cleveland, Ohio. Am. J. Surg. 80:419-23, Oct. 1950. 


Papillary carcinomas of the thyroid commonly metastasize to the lateral cervical 
region. but unlike carcinoma elsewhere, metastasis does not imply a poor prognosis. 
In our experience, the prognosis of those patients whose leading symptom is lateral 
cervical metastases has been considerably better than that of the patients whose 
leading symptom was the primary tumor in the thyroid, This and other unusual 
features of the natural history of papillary carcinomas of the thyroid present a special 
problem. 

There are several peculiarities of papillary carcinomas of the thyroid which explain 
the unusual behavior and prognostic features of these tumors: 
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|. Papillary tumors of the thyroid usually grow slowly and are of the lowest 
degree of malignancy, We have followed one patient's progress for over 27 years 
during which time no treatment has been given, yet the metastatic nodules, proved 
by biopsy. have not enlarged significantly. 

2. Even when the lateral cervical metastases enlarge steadily, they rarely become 
invasive or involve either the great vessels or the sternocleidomastoid muscle. The 
nodules therefore can be removed easily, either individually or in groups. 

». The metastatic nodules are true tumor emboli lodging in lymph nodes. Pro- 
longed observation of a large group of cases after removal of individual nodes or 
groups of nodes has failed to reveal any tendency of the metastatic tumors to recur 
locally other than in lymph nodes outside the field of the original operation. 

1. Prolonged observation of a small group of patients whose metastatic nodules 
in lymph nodes were overlooked at the time of removal of the primary tumor indi- 
cates that these metastatic nodules remain localized and grow slowly over a period 
of five to ten years and that after the primary tumor is completely excised, no new 
metastatic nodules develop. Apparently the metastases do not tend to metastasize. 

5. The lateral cervical nodules can usually be removed as easily after many years 
of observation as when they are first recognized. 

6. Metastatic nodules in papillary carcinomas of the thyroid are not distributed 
through the usual channels followed by squamous cell carcinoma of the face or oral 
cavity, but through a system of deep lymphatics which bear metastases (a) to the 
deep nodes of the carotid sheath sometimes anterior to. and usually behind. the great 
vessels: (b) to the midline in the thyroglossal tract: (c) to the posterior triangles 
of the neck: (d) to. the chain of lymph nodes behind the thyroid along the course 
of the recurrent laryngeal nerve; (e) below the thyroid, along the thyroid-ima ves- 
sels; (f) to the superidr mediastinum; (g) to the axilla, Metastasis to the lungs is 
rare but may occur. 

Kighteen consecutive cases of papillary carcinoma of the thyroid with lateral 
cervical metastases are reported, Seven of the 18 patients had more than 15 meta- 
static nodules and one had 40. All patients are well and apparently free of recur- 
rence from 6 months to 15 years after operation, with an average of over five vears. 

The most important aspect of treatment is total removal of the primary tumor of 
the thyroid. The mutilating block dissection of the neck with removal of the sterno- 
mastoid muscle is neither necessary nor desirable. Removal of the lateral cervical 
metastases, individually or in groups through cosmetically planned incisions. gives as 
good a chance of cure as more radical operations, 

Roentgen therapy is rarely necessary and when given is rarely effective. 

Since most papillary carcinomas of the thyroid are curable by surgical excision. 
radioactive iodine has only a limited application in the treatment of this type. 

\ case of papillary carcinoma with pulmonary and cervical metastases which has 
regressed after treatment with radioactive iodine is reported. 9 referenes.— Author's 
abstract. 

The author again emphasizes the peculiar behavior of papillary carcinoma of the 


thyroid, which in his experience is a neoplasm of low malignancy and slow growth, 
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whose metastases do not lead readily of themselves to other metastatic lesions, The 
distribution of metastases is described in the 18 cases reported. Despite the presence 
of more than 15 metastatic nodes in each of 7 of these cases, the patients are alive 
and free of recurrence from 6 months to 13 postoperative years. In conclusion, the 
author describes his method of surgical treatment of papillary carcinoma of the 
thyroid with cervical metastasis.—Fd. 


Primary Hyperparathyroidism, PETER HEINBECKER, St. Louis, Mo. S. Clin. North 
America 30:1315-23, Oct. 1950. 


Primary hyperparathyroidism results from an adenoma of the parathyroid gland 
secreting an excess of normal parathyroid secretion. These clinical types are recog- 
nized by (1) the classical form of hyperthyroidism in which the typical skeletal 
changes of osteitis fibrosa cystica predominate, (2) the osteoporotic form in which 
the decalcification of the skeleton is generalized and there is no tendency to cyst and 
giant cell tumor formation, and (3) the metastatic type in which the chief symptoms 
are associated with calcium deposition in the soft tissues, especially in the kidneys 
where it occurs in the form of calcinosis or of calculi. The predominance of the signs 
and symptoms of either of these types in a given tase of hyperparathyroidism prob- 
ably depends on the degree of parathyroid hyperfunction. on the duration of the 
disease. and possibly also on the age and diet of the patient. The combination of 
extreme skeletal demineralization and renal stones is a very common occurrence. 

The symptoms of the disease may be divided into three groups, namely: (1) those 
due to the hypercalcemia per se, (2) those referable to the skeletal system, and (3) 
those related to the transport of calcium and phosphorus and to their excretion espe- 
cially in urine. The symptoms due to the hypercalcemia as such are a decreased re- 
sponse of the nerves and muscles to mechanical and electrical stimulation. This ac- 
counts for the weakness, lassitude and muscular atony exhibited by these patients. 
The symptoms related to the skeletal system include pain in the bones and joints. 
particularly in the spine. Spontaneous fractures are not uncommon, Cysts of the jaw 
or of the long bones frequently serve as a clue to diagnosis. The height may be dimin- 
ished greatly and the gait may vary from limping and waddling to complete inability 
to walk. The symptoms referable to the transport and excretion of calcium, as calcium 
phosphate, include hypercalcemia and hyperphosphaturia. If the urine output is 
insufficient there is a failure to maintain the calcium, phosphate, and other ions in 
solution and they are precipitated in the cells of the renal parenchyma, or as calculi 
which may lodge anywhere in the urinary tract. 

The laboratory findings on which a diagnosis of primary hyperparathyroidism may 
be based are (1) hypercalcemia and hypophosphatemia, (2) elevated alkaline phos- 
phatase. (3) demineralization of the skeleton. (4) decreased renal function and (5) 
moderate depression of the basal metabolic rate. 

Two typical cases of hyperparathyroidism are presented. They are of interest in 
that they yield evidence to support a concept developed from experimental observa- 
tions in the dog concerning the relationship of the parathyroid glands to the basophile 
cells of the glandular hypophysis and this to the nervous system and other endocrine 
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glands. In the two cases presented the effect of a hyperfunctioning parathyroid ade- 
noma was to depress the hypophysial basophile cells. as evidenced by a depression 
of thyroid function. The effect of the removal of an adenoma was to allow the activity 
of the hypophysial basophile cells to increase and to stimulate the thyroid gland. 
In Case 1 the hypophysial basophile cells exhibited temporary overaction as shown 
by the increase in basal metabolic rate above the normal and in the development 
of exophthalamos. In Case 2 the basal metabolic rate was elevated above the preop- 
erative level and the plasma cholesterol was depressed markedly. No exophthalamos 
developed. 10 references, 4 figures. 

tlthough a fourth type of parathyroid hypersecretion, in which there are no detec- 
table renal or bone lesions, is omitted. the author's division of primary hyperpara- 
thyroidism into three major types is a serviceable clinical classification. The division 
of the symptoms on the basis of relation to hypercalcemia, relation to the skeletal 
system, and relation to the transport of calcium and phosphorus, is discussed along 
with the diagnostic laboratory findings of (1) hypercalcemia and hypophosphatemia; 
(2) elevated alkaline phosphatase; (3) demineralization of the skeleton; (4) de- 
creased renal function; (5) moderate depression of the basal metabolic rate. Factors 
such as low serum protein and depressed renal function, which may render interpre- 
tation of laboratory findings difficult, warrant more discussion. The relation of the 
hasophilic cells of the glandular hypophysis to the parathyroid glands is worthy 
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of note, 


THORACIC SURGERY 
Rhabdomyosarcoma of the Esophagus, P. THOREK, AND B, H, NEIMAN, Chicago, Ill. J. 
Thoracic Surg, 20:77-89, July 1950. 


After a very thorough study of the world literature the authors were able to col- 
lect 58 proved cases of sarcoma of the esophagus. Of these, only 3 cases were rhab- 
domyosarcoma of the esophagus, and the authors report a fourth which, as far as 
they could determine. is the only rhabdomyosarcoma which was resected, the patient 
being alive and apparently well one vear after surgery. 

The patient. J. P.. male. aged 45 years, was admitted on July 27, 1948. with a 
complaint of dysphagia and repeated vomiting for three months. He had dropped in 
weight from 155 to 124 pounds within a period of eight weeks. He complained of 
marked weakness and dizziness, Four weeks prior to entrance he began to complain 
of a substernal aching which was referred to the region of the shoulders. Previous 
history revealed a rather excessive intake of alcohol over a period of many years. 
An appendectomy had been performed eight years prior to entrance. 

An esophagogram revealed a filling defect in the thoracic esophagus slightly below 
the arch of the aorta. There was slight dilatation of the esophagus above the lesion. 
and only a trickle of the barium could proceed into the stomach. 

The esophagoscopist reported the appearance of a gray. piled-up, granular lesion 
27 em. from the lower alveolar margin, This bled easily. A biopsy of this tissue was 


reported as squamous cell carcinoma of the esophagus. 
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Although the patient's mechanical symptoms were well marked, he maintained a 
red blood cell count of 4,190,000. The patient was prepared for surgery by means of 
proper protein, blood, electrolyte, water, and vitamin balance. 

A Levine tube passed through the nose remained in the stomach with constant 
suction attached, The pleural cavity was drained through an incision in the ninth 
intercostal space, and the catheter placed under water-seal drainage. The wound was 
closed in the conventional manner. The operation lasted three hours and 50 minutes, 
and 1500 cc. of blood was used throughout the procedure. 

A diagnosis of myogenic sarcoma was made with the histologic picture of a rhab- 
domyosarcoma. A specimen from the esophagus was submitted to the Army Institute 
of Pathology in Washington, which stated that “this lesion is undoubtedly a myosar- 
coma and that the most likely possibility is a rhabdomyosarcoma. We are coding the 
case under this diagnosis and will consider this our final diagnosis.” After careful 
consultation, one of us (B.N.) concurred in this diagnosis and felt that there was no 
room for doubt. 

Glinski and other investigators have stated that cross striations in the voluntary 
muscle cell tumors are very difficult to demonstrate and many times cannot be found, 
especially when the tumor process is very undifferentiated. 

An additional point of interest in this particular case is the presence of a striated 
muscle cell tumor in a smooth muscle zone. It is difficult to explain this, and one can 
only theorize that this was either a metaplasia or an embryonic arrest. 

The postoperative course was stormy for the first two days; following this, how- 
ever, it was quite uneventful. Both the Levine tube and the thoracic catheter were 
removed on the third postoperative day. The patient was permitted to walk at this 
time. Liquid feedings were started on the fourth postoperative day, and he was dis- 
charged on the sixteenth postoperative day. A very thorough course of postoperative 
x-ray therapy was outlined for the patient, but after one treatment he refused to re- 
turn for future x-ray therapy. 

The postoperative roentgenogram taken one year following surgery revealed a well- 
functioning esophagogastrostomy. 

A little over one year after operation the patient had gained 30 pounds and was 
back at work, performing his usual duties and enjoying a full diet. 68 references. 6 
figures. 1 table. 


Recent Advances in Surgical Treatment of Heart Lesions. 3. Ww. pUCKETT, Dallas, 
Texas. Texas State J. Med. 47:14-18, Jan. 1951. 


After a brief historical summary, the author reviews the progress made during 
the past 12 years in surgical treatment of both congenital and acquired heart lesions. 
Two congenital lesions, patent ductus arteriosus and coarctation of the aorta, may 
be completely corrected: a third group of lesions, characterized by cyanosis, promi- 
nent in which is the tetralogy of Fallot, now may be symptomatically relieved by 
operative means. 

Gross now performs division and suture of the divided ends of the ductus, which 
is the method he has used in more than 500 cases with an over-all mortality of less 
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than 2 per cent. Although division of the ductus is desirable as a means of com- 
plete elimination of the shunt, it is considered by many surgeons as being too hazar- 
dous because of the possibility of uncontrollable hemorrhage should there be a slip- 
ping of a clamp. Blalock maintains that ligation is adequate, provided that multiple 
ligatures are used and placed in a way that completely obliterates the lumen of the 
ductus throughout its length. Rather than adopt a routine procedure for all cases. 
it seems logical to employ the method suited to the requirements of each case. A 
mortality rate of 2 to 5 per cent should now be expected. 

Fortunately, in most cases of coarctation only a short segment of the aorta is 
stenosed at or near the level of the ligamentum arteriosum. This situation is favor- 
able for resection of the stenotic area and an end-to-end anastomosis as originally 
described by Crafoord and by Gross in 1944. Between 5 and 15 years is the opti- 
mum age for performing this operation, and in this age group mortality should be 
no more than 5 to 10 per cent. When the coarctation involves a segment too long 
to allow resection and end-to-end anastomosis. it may be possible to utilize the greatly 
enlarged left subclavian artery to bridge the defect. as suggested by Blalock but first 
performed by Clagett. More recently Gross has successfully used a homograft taken 
from a cadaver to bridge the defect left by resection of the long stenosed segment. 

The third group of congenital heart malformations treated successfully by sur- 
gery is characterized clinically by cyanosis of greater or lesser degree—the so-called 
“blue babies.” most frequently found in this group is the tetralogy of Fallot. Other 
less frequent lesions causing cyanosis are tricuspid atresia, single ventricle, and 
truncus arteriosus with bronchial arteries. For the entire group of cyanotic lesions. 
the operation developed by Taussig and Blalock affords relief of the symptoms pro- 
duced by lowered arterial oxygen saturation. The operation does not attempt to alter 
any of the malformations of the heart and great vessels but simply produces an arti- 
ficial patent ductus arteriosus or aortic-pulmonary shunt which has the result of 
increasing blood flow to the lungs. 

In 1945, Potts. Smith, and Gibson devised the direct side-to-side anastomosis of 
the aorta and the left pulmonary artery. When the aorta descends on the left, the 
Potts operation is preferable, especially in small children and infants because of the 
small size of the subclavian artery. In the cyanotic group of heart lesions, the opera- 
tions, as performed by Blalock and his associates. have an over-all mortality of about 
17 per cent. In the most favorable age group, 3 to 10 years, mortality is only 7 per 
cent. Although the risk of surgery is great, it seems entirely justified by the excel- 
lent results obtained by the survivors. Of 80 cyanotic patients on whom | have oper- 
ated, 12 died, resulting in a mortality rate similar to the Johns Hopkins figure. 

Since 1945, Smithy, Harken, Bailey. and Blalock in this country, Murray in Canada. 
and Brock in England have reported small series of patients operated on for stenotic 
heart valves. Most of these have been cases of mitral stenosis complicating rheumatic 
endocarditis, but several patients have had congenital pulmonic stenosis. Pure pul- 
monic stenosis occurring without the septal defect and over-riding aorta. present in 
the tetralogy of Fallot, is not helped by producing a shunt, If the stenosis is in the 
valves and not in the infundibular portion of the artery, the pulmonic channel can 
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be opened by valvulotomy; Blalock has recently operated on several cases of tetralogy 
of Fallot by this method, but believes the shunt operation is a better procedure. 

Another congenital malformation, transposition of the aorta and pulmonary artery, 
has been treated surgically with some success by Blalock. Since there is complete 
transposition of the great arteries without transposition of the great veins, the sys- 
temic and pulmonary circulations are actually separate, a condition incompatible 
with life unless some type of shunt is also present. In patients who survive, there is 
always found a shunt such as patent ductus arteriosus or interauricular or inter- 
ventricular septal defect. Even with a shunt, life expectancy is short, averaging 19 
months. For treatment of this lesion, Blalock developed a technic for producing 
an interauricular septal defect in combination with an anastomosis between the sub- 
clavian artery and pulmonary artery. Of the survivors, all were improved, though not 
to the degree that is obtained by the operation for tetralogy of Fallot. 

Murray in Toronto has succeeded in reducing the size of the large septal defects 
by passing wide mattress sutures of fascia through and through the heart in the axis 
of the septum, By decreasing the amount of shunted blood, symptoms were improved. 
In 1945, Harken in Boston and Smithy in Charleston revived earlier efforts at treat- 
ing mitral stenosis by removing a segment of the stenosed orifice with the valvulo- 
tome. Bailey in Philadelphia has developed a ‘technic seeking to avoid mitral 
regurgitation which results from valvulotomy. In this operation, one or both commis- 
sures are incised, Cardioscopes of limited use in inspecting the condition of diseased 
valves have been experimented with by Graham, Murray, and others, but none has 
proved of value in the performance of the operative procedure. Dennis in Minneapolis. 
Gibbons in Philadelphia, and Crafoord in Stockholm use systems which perfuse only 
the brain with artificially oxygenated blood for operations on the empty heart up to 
30 minutes in duration. They find that no significant alterations occur in other 
organs deprived of blood during that period of time. Jongbloed in Utrecht, Holland. 
has constructed a more efficient but highly complicated apparatus which maintains 
circulation of artificially oxygenated blood to almost the entire body. With this 
apparatus the heart chambers in dogs have been kept empty of blood, or nearly so. 


for as long as two hours with full recovery afterward. So far there is no report of 
such an apparatus having been used in man, 26 references. 


The Arteriovenous Angiomatosis of the Lung with Hypoxaemia, ANTONIO GIAMPALMO. 
Acta med, Scandinay. Supp. 248, 1950. 


The study of the pathology of 57 cases of arteriovenous hypo-oxygenating lung 
angiomatosis (A. A. L.) has vielded the following results: 


The observations made up to date concern individuals of both sexes, predominantly 
young persons between 20 and 30 years of age. who gradually developed a hypo- 
oxygenating syndrome, usually in childhood, but sometimes not until adolescence or 
even later. This almost always consists of cyanosis, dyspnea, polycythemia, clubbed 
fingers, hemoptysis. epistaxis and frequently paroxysmal manifestations of cerebral 
and cardiac hypo-oxygenation. 
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On the whole, the aspect of A. A. L. (apart from some points of contact with 
Vaquez’s and Arrilaga-Ayerza’s disease) is essentially similar to those of some con- 
venital cardiopathies with pathologic mixing of the arterial and venous blood such 
as the syndromes of Fallot and Eisenmenger. In the A. A. L., however, the clinical 
and radiologic examinations of the heart show no essential changes of any kind 
in this organ, whereas. the x-ray examination of the lungs shows (usually in the 
lower lobes and predominatingly on the right) one or more irregular, rounded 
shadow zones of suspected vascular nature. These lesions are connected with the hilar 
shadow by cordlike shadows of vascular type. Their pulsation can become visible on 
screening and they react to Valsalva’s and Miiller’s tests in that they become small 
or expand respectively. A circulatory murmur is frequently audible over the lesions, 
which can sometimes be defined as dull zones on percussion, mostly synchronous 
with systole but also continuous, and in this case with systolic and inspiratory rein- 
forcement. 

As the surgical procedures and postmortem findings revealed in almost all cases 
in a few the diagnosis only depended on the clinical signs and radiology—these 
lesions consisted of angiomatous malformations with wide arteriovenous anastomoses. 
As a result of these a shunt develops in the lesser circulation, through which a part 
of the venous blood flows from the branches of the pulmonary artery, being cut out 
of the alveolar ventilation. directly into the left heart through branches of the pulmo- 
nary veins. which necessarily results in a hypo-oxygenation of the blood. 

The clinical symptoms are called forth primarily through this O, lack (some neu- 
rological and cardiac manifestations could perhaps be caused by air emboli): only 
the hemoptic episodes could also be connected with the angiomatous lung lesion 
itself. or also with the angiodysplastic lesions in the bronchial mucous membrane: 
the epistaxis results mainly from similar lesions in the nasal mucous membrane. In 
the cases observed up to date. the correct judgment of the symptomatic picture was 
usually drawn with the help of the radiologic examinations of the lungs as well 
as with the estimations of the O. saturation values in the blood. which are to a certain 
extent a key to the rest of the clinical and laboratory findings. Skin or mucous mem- 
brane angiomata or telangiectasias, particularly on the lips. which have been present 
since birth or for many years, can yield a useful indication in suspected cases. 

The disease frequently has a heredito-familial character. On these grounds also 
because of the simultaneous occurrence of the angio-dysplasias in skin and mucous 
membranes, primarily the following are peculiar to A. A. L.: (1) a general angiodys- 
plastic diathesiis as developmental basis: (2) points of contact with the heredito- 
familial hemorrhagic angiomatosis. 

Primarily some congenital angiocardiopathies (particularly the syndromes of 
Fallot and Eisenmenger), Vaquez’s disease and Arrilaga-Ayerza’s disease must be 
considered in the differential diagnosis of A. A. L. 


The rich and complex vascular organization of the lung (vasa publica and vasa 


privata in the sense of Braus). which normally provides for arteriovenous anastomo- 


ses, mainly in certain zones (along the intralobular. bronchovascular bundle and 


interlobularly and below the interlobar and mediastinal pleura). represents during 
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the foetal period a favorable site for the development of angiodysplastic lesions in 
general and those of arteriovenous type in particular. 


Removal of a Migratory Intravascular Foreign Body from the Heart. Report of a 
Case. W. R. SANDUSKY, Charlottesville, Va. Virginia M. Monthly 78:64-70, Feb. 1951. 


There are at least 66 instances recorded in the medical literature between the years 
1834 and 1948 in which foreign bodies migrated within the blood vascular system. 

The paths of intravascular foreign body migration, in theory, may be as varied as 
the vascular system itself. In summary, it can be said that the foreign body may 
enter either an artery or a vein and proceed by the force of the blood stream or of 
gravity or of both toward or away from the heart. If the foreign body reaches one 
of the cardiac chambers by migration or by direct penetration it may come to rest 
or it may migrate, falling into the venous system or being swept into the arterial 
system as an embolus. 

A case is reported in which a metallic foreign body, having lacerated and entered 
the right internal jugular vein, passed by way of this vessel into the chamber of the 
right ventricle of the heart from which point of lodgment it was successfully removed 
by operation. 

Among the cases recorded in the literature, five are similar to the one herein re- 
ported in that they are examples of migratory intravascular foreign bodies which 
came to rest in one of the chambers of the heart from which successful removal was 
accomplished. 

While the decision for surgical removal of any foreign body must be based on the 
clinical appraisal of the individual patient, there appear to be at least four well- 
founded reasons for the removal of foreign bodies which have come to rest in one 
of the chambers of the heart: namely, to prevent or to diminish the incidence of (1) 
embolism, (2) myocardial damage, (3) infection, and (4) cardiac neurosis. How- 
ever, all observers are not in agreement concerning the wisdom of removal of intra- 
cardiac foreign bodies. 11 references. 


Surgical Relief of Congenital Cyanotic Heart-Disease, Late Results in 72 Cases. 
T. HOLMES SELLORS, AND J. R, BELCHER, London, England. Lancet 2:887-89, Dec. 
30, 1950. 


Operation has been done in 93 cases of congenital heart disease with cyanosis, the 
majority of which were cases of the tetralogy of Fallot. There were 9 postoperative 
deaths, most of which occurred in the early cases, A follow-up study has been made 


of 72 of these cases for six months and more after operation; these patients were 
5 to 15 years of age at the time of operation; 65 showed typical tetralogy of 
Fallot. The operation done in most cases was the left end-to-end Blalock anastomosis 
between the pulmonary and subclavian arteries, with a posterolateral approach and 
opening of the pericardium. Of the 72 patients followed up for six months to two 
and a half years, 1 patient died suddenly one year after operation, 7 show no 
definite improvement, 42 patients previously disabled show very marked improve- 
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ment and are able to carry on ordinary activities. and 22 show considerable improve- 
ment in general health and also in exercise tolerance. 5 references. 

These results are excellent but generally the end-to-side anastomosis is preferable 
to the end-to-end anastomosis.—Ed. 


Intrathoracic Lipoma, P. A. NYLANDER. AND K. E. J. KYLLONEN, Helsinki, Finland. 
Ann. chir. et gynaec. Fenn. 39:200-205, f. 3. 1950. 


The writers present a report on a case of intrathoracic tumor, first revealed by 
mass roentgenography. which at operation proved to be that of mediastinal lipoma. 
A brief survey of relevant literature given by the writers shows that mediastinal lipo- 
mas. which are of several different types, are comparatively rare. Accurate preopera- 
tive diagnosis is evidently difficult to make. 


Bronchography in Pulmonary Tuberculosis, PAUL. RABINOWITZ, AND IAN S, H, HARPER, 
Hamilton. Ontario. Dis. Chest 19:66-77. Jan. 1951. 


One hundred cases of pulmonary tuberculosis in which bronchography was used 
as a means of investigation are reviewed, There were 83 abnormal, 12 normal, and 5 
unsatisfactory bronchograms. All patients. with the exception of 2. had been bron- 
choscoped sometime prior to having a bronchogram done, and of the 51 cases with 
normal bronchoscopic findings. 25 (50 per cent) showed an abnormal bronchogram. 
The table below lists the various abnormal findings on bronchography and the num- 
ber of cases in whith each appeared. In some cases there was obviously more than one 
type of abnormality present: for instance. stenosis and beading of two different 
bronchi might be present in the same patient. 


Abnormalities in the Bronchograms 


Bronchiectasis Other Findings 
Beading 18 Cavity 
Saccular 3 Bronchopleural fistula 2 
Fusiform 12 Stenosis 3 
Cylindrical 6 Contraction of lobe or segment 16 
Poor filling of one or more bronchi 99 
Stump of bronchus ] 


Tabulation of the various lobes affected shows that it is the upper lobes where 
bronchographic abnormalities were more frequently found. In only 9 cases was 
there any abnormality found in the right middle lobe bronchus or its segmental divi- 
sions. The segmental branches of the upper lobe bronchi most frequently involved 
were the posterior and apical. in that order. and only seldom was the anterior branch 
of the upper lobe bronchus affected. Where the bronchi of the lower lobe are abnor- 
mal, it is the apical segmental bronchus that is affected in two-thirds of this group. 

That tuberculous bronchitis may heal spontaneously without having permanent 
changes in the bronchus is a well-known fact. and this is particularly the case where 
the submucosa is not destroyed. In cases where there is extensive ulceration with 
blocking of the bronchus. conditions are created for permanent changes with forma- 
tion of bronchiectasis which may act as a source of positive sputum. As 50 per cent 


112 e june 195] QUARTERLY REVIEW OF SURGERY 


Ae 
Bri 
a 
\ \ 


of our cases showed beading. a type of not too extensive bronchiectasis, and as thora- 
coplasty was carried out on most of these cases, it will be of interest to follow them 
with reference to sputum conversion. 

In summary. we find that bronchography supplements bronchoscopy and is a 
practical procedure in the presence of pulmonary tuberculosis. Contraindications to 
bronchography, such as spread of disease, residual lipiodol and iodism, do not appear 
to be very important. As a preoperative procedure, bronchography may be as impor- 
tant as bronchoscopy in demonstrating bronchiectasis of segmental branches, localiza- 
tion of lesions. ete. Normal bronchoscopic findings do not rule out segmental bronchial 
disease. 10 references. 2 tables.—Author’s abstract. 

It is important to dispel the fears that bronchography is contraindicated in tuber- 
culosis.—Ed. 


THORACIC SURGERY 


Benign Tumefactions of the Breast. PATRICK T. DOLAN, Chicago, Ill. Illinois M. J. 
99:35, Jan, 1951. 


Most benign tumefactions of the breast of obscure origin are designated “chronic 
cystic mastitis,” a term bearing little clinical or pathologic significance. Studies of 
these lesions are rendered more difficult because much of the normal anatomy, particu- 
larly that of the cyclic changes, has not been clearly described. It is emphasized 
that even in the normal breast the microscopic changes are not constant throughout 
one specimen nor during any one phase of the cycle. 


Enlargement of the premenstrual type is usually associated with mastodynia. The 
most prominent changes are vascular engorgment and an increase in the myxomatous 


intralobular connective tissue. Strongly indicated as the cause is a relative or abso- 
lute increase in estrogen. Relief is obtained by castration, testosterone, and adminis- 
tration of progesterone or chorionic gonadotropin in the latter half of the menstrual 
cycle. 

Fibrosis in the involuting breast gives rise to a tumor-like lumpiness which does 
not in itself give rise to symptoms and is considered to result from decreasing stim- 
ulus. This is sometimes associated with an epithelial hyperplasia in which the cells 
assume a neoplastic appearance. This occurs in regions containing old inspissated 
secretions and is often seen in carcinoma of the breast. Clinical detection is impossible. 

Cystic disease and “sweat gland metaplasia” are described separately although 
they are almost constantly associated. In the former, the cysts are quite definitely 
of the retention type and very possibly result from the desquamative nature of the 
“sweat gland metaplastic” epithelium. Endocrine abnormalities have not been def- 
initely implicated though the changes have been observed to increase with estrogen 
administration and to disappear with pregnancy. Medical therapy has been 
unsuccessful. 

Schimmelbusch disease (Reclus’ disease, adenosis. etc.) is felt to be an extension 
of “sweat gland metaplasia” with marked hyperplasia and variable cell morphology 
and staining. This is constantly associated with cystic changes. Endocrine abnormal- 
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ity is indicated by the frequent association with low fertility. The diagnosis of cystic 
disease, “sweat gland metaplasia,” or Schimmelbusch disease does not rule out car- 
cinoma. The peak of incidence of these related conditions parallels that of carcinoma, 
and the frequency of a concomitant carcinoma is several times that of normal breasts. 


It is felt that even though universally recognized terms for these widely differing 
conditions are lacking, the term “chronic cystic mastitis” should be abandoned since 


it is inaccurate and misleading. 27 figures.—Author’s abstract. 


Radiation Therapy as an Adjunct to Surgery in Cancer of the Breast. BENJAMIN 
F, BYRD, JR., Nashville, Tenn. Am. Pract. 2:65-66, Jan. 1951. 


A series of 39 patients having carcinoma of the breast with axillary metastases was 


ireated by radical mastectomy and radiation. A series of 97 cases at the same stage of 


spread was treated by surgery alone. There was no apparent improvement in the 
over-all five year survival rate of that series in which radiation was employed as an 
adjunct to surgery. It was shown in these two groups that there was a much better 
survival rate in those patients in whom carcinoma was not visualized in the axilla at 
the time of surgery. 2 references. 5 tables—Author’s abstract. 


The value of preoperative or postoperative radiation therapy for carcinoma of the 


breast is still controversial. The series there is too small to draw any definite conclu- 
sions.—T. G. O. 


The Value of Needle Biopsy in Tumors of the Breast, soi. M. WoLFFRSON, Beverly 
Hills. Calif. Ann. West. Med. & Surg. 5:29-31, Jan. 1951. 


The author points out that needle biopsy of breast tumors has long been a con- 


troversial subject. and that the two principal methods in use have been the aspiration 


biopsy. using a Record syringe and a 15 or 17 gauge needle. as advocated by the 


Memorial Hospital Group, and the Silverman needle technic. The impressions pre- 
sented in the paper are based upon a series of approximately 600 Silverman needle 
biopsies performed by the writer at the Breast Tumor Clinic of the Cook County 
Hospital in Chicago. He emphasizes the fact that the method is satisfactory within 


its limitations: that a positive report is conclusive, while a negative one is not nec- 
essarily so: and that information gained must be correlated with the clinical findings. 
which. with training and perseverance, can be about 95 per cent accurate. The surgeon 
must have some idea. preoperatively, regarding the benignancy or malignancy of 
any given breast tumor. If the suspicion of malignancy is confirmed by needle biopsy. 
he can then evaluate the status of the patient—whether demonstrable metastases are 
present. and whether the patient is a candidate for radical curative surgery or only 
palliative treatment. With the information gained from a careful clinical examina- 
tion, and confirmed by needle biopsy. the surgeon may elect to submit the patient to 
preoperative radiation, to be followed by radical mastectomy, if he feels from the 
sections that the tumor is radiosensitive: or he may prefer to perform a radical 
mastectomy and follow this with postoperative radiation. Emphasis is placed upon 
the fact that if needle biopsy is not performed and the surgeon proceeds with an 
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incisional or excisional biopsy with frozen sections, he is not in the ideal position 
of being able to evaluate either the morphologic characteristic of the tumor, or the 
state of the patient as regards distant metastases. Some men argue that needling of a 


carcinoma tends to disseminate tumor cells, which is difficult either to prove or dis- 
prove. It was felt, in the series of 600 cases, that no patient was harmed by the biopsy. 
especially since definitive therapy, either by surgery or radiation, can be started 
before cancer cells will have had time to disperse widely. Needle biopsy can be done 
either as an office or outpatient procedure, thus shortening the hospital stay, which 
benefits both the patient and the hospital in times when hospital beds are in short 
supply. The technic of performing biopsy with the Silverman needle is described in 
detail. 3 references.—Author’s abstract. 

Needle biopsy is still a controversial subject. The best biopsy is obtained with a 
knife and is not subject to errors such as is needle biopsy.—T. G. O. 


4 Statistical Study of Treatment of Cancers of thle Breast (Etude statistique sur le 
traitement des cancers du sein), £. BLUM, AND P. CARLIER, University of Strasbourg, 
France. J. internat. de chir. 10:430-49, Nov.-Dee. 1950. 


Of 208 cases of cancer of the breast operated on at the B Surgical Clinic of the 
University of Strasbourg from 1930 to 1946, 89 patients have been followed up. In 
most cases the radical (Halsted) operation was performed. but in a few cases only 
mastectomy was done. Radiotherapy was not regularly employed as a supplement to 
surgery until 1945. Of the 89 cases, the operative mortality was 2.2 per cent: 48 per 
cent of the patients survived more than three years: 28.4 per cent survived more 
than five years: only 9.4 per cent survived more than ten years. On the basis of 
Steinthal’s classification. the best results were obtained in stage I (i.e., the cancer 
limited to the breast without adhesions or palpable glands). Repeated recurrences 
did not necessarily indicate a poor prognosis, as several patients treated for more 
than one local recurrence survived more than five years. In 5 cases cancers devel- 
oped in both breasts: in 4 of these cases, the second tumor developed two to 13 months 
after the first: but in 1 case the interval was 14 years. 

The present method of treating cancer of the breast employed at this Clinic is as 
follows: Radical operation, according to Halsted’s technic in all cases; postoperative 
radiotherapy: surgical castration is recommended for all women treated for cancer 
of the breast who have not passed the menopause: in some cases secondary castra- 
tions are done, even in women in the menopause if a recurrence or a metastasis de- 
velops after operation for cancer of the breast; or x-ray castration may be employed; 
and in some cases endocrine therapy with androgens. 31 references. 10 tables. 

Better results have been obtained in the treatment of carcinoma of the breast than 
those reported here.—T. G. O. 


Surgical Significance of Sweat Gland Lesions of the Breast. DAVID WATKINS, AND JOHN 
McDONALD, Rochester, Minn. Arch. Surg. 6] :610-29, Oct. 1950. 


Phylogenetically, the milk glands of mammals are modified sweat glands. 
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The hidradenocyte. whether present in the large axillary sweat glands or in the 
breast. is a cell type that secretes in apocrine fashion and has specific cellular prod- 
ucts. Small hidradenocytic cysts are a constant feature of the cystic breast. The mam- 
mary alveolar epithelium and the hidradenocytic epithelium form cystic structures 
by secretion. This secretion is largely responsible, in cases of papilloma, for the 
discharge from the nipple. which in many cases is not hemorrhagic. The blue-domed 
cyst. large or small, is formed by hidradenocytes. The extramammary hidradenoma 
(of the vulva and anus) and the intracanalicular papilloma are one and the same 
tumor and contain large numbers of hidradenocytes. The presence of these and other 
unusual cell types in a papilloma or hidradenoma does not indicate malignant change. 
The incidence of small hidradenocytic cysts in breasts that are the site of nodular carci- 
noma increases with the age of the patient. Comedo mastitis of the ordinary type is 
an anomaly of secretion involving the ordinary ductal epithelium, but the hidradeno- 
eytic type is a distinct pathologie entity. Comedo mastitis of the hidradenocytic 
type is usually diagnosed as intraductal papilloma because of the discharge from the 
nipple. Both lesions contain hidradenocytes, which are responsible for the peculiar 
secretion. Intraductal carcinoma and the in situ epidermoid carcinoma of the nipple 
of Paget's disease bear no relation to the hidradenocyte. There is no evidence of a 
sweat gland carcinoma of the breast. The hidradenocyte has never been observed 
as an integral part of any malignant lesion. 18 references. 6 figures. 2 tables. 

futhor’s abstract. 


Carcinoma Mammae Latens, JERZY RUTHOWSKI, University of Lodz, Poland. J. inter- 
nat. de chir. 10:415-17. Nov.-Dec. 1950. 


In 1936 the author reported 4 cases in which the axillary glands were enlarged 
and found to be carcinomatous before there was any clinical evidence of cancer of 
the breast: when the breast was removed, however, it was found to contain a small 
carcinoma (the term “carcinoma mammae latens” was used at the time in reporting 
these cases). In 1948 an American surgeon, A. S. Jackson. reported three similar 
cases. The author has since seen one other case of the same type, a total of eight 
cases. In these cases the primary carcinoma in the breast was too small to be clin- 
ically demonstrable when the metastases in the lymph glands were well developed. 
All but 2 of the patients were under 45 years of age; the 2 older patients were 50 
and 62 years old respectively. The lesion in the breast was found to be an adenocar- 
cinoma in 2 cases, carcinoma solidum in 3 cases. carcinoma medullare in 2 cases. and 
in 1 of Jackson's cases the type of carcinoma found is not stated. In the author's 
first 4 cases the growth was very malignant and all the patients died of recurrence 
of metastases. His fifth patient has been under observation for only a short period. 
Cases of this type are fortunately rare, and their early diagnosis is of importance. If 
a growth is found in the axilla or under the clavicle, it would be removed and histo- 
logic examination done immediately: if it is found to be malignant, a total mastectomy 
should be done, even if no gross lesion in the breast is demonstrable. 3 references. 

This condition has been seen by many surgeons of experience. Young surgeons 
should be aware of this possibility and watch for it—T. G. O. 
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ABDOMINAL SURGERY 


Intestinal Anastomosis. Evaluation of the Single Layer Technic. JOSEPH W. NADAL, 
Portland, Ore. Portland Clin, Bull, 4:59-64, Sept. 1950, 


Nadal reports in detail the intestinal anastomosis technic described by Dr, Louis 
P. Gambee. This anastomosis requires no intestinal clamps or special instruments. 
It is quickly carried out. It does not violate the fundamental principles of intestinal 
surgery. namely: (1) adequate blood supply and (2) absence of tension at the suture 
line. It does not traumatize or devasculize tissue. Only one row of sutures is required. 
The procedure is ideal for end-to-end anastomosis. It can also be used for closure 
of a colotomy or enterotomy wound, and it has been found satisfactory for perform- 


ing an end-to-end ileocolostomy. 


Nadal utilized the Gambee single layer anastomgsis (or closure) 52 times on 40 
patients. 38 times on the large bowel and 14 times on the small bowel. Complications 
were not common. One patient had a duodenal fistula following duodenal diverticu- 
lectomy. It closed spontaneously. Two patients had to be operated on again within 
one week because of small bowel obstruction. The site of the anastomosis of each 
patient was examined and found to be patent, the obstruction being due to adhesions 
involving the small bowel and not to the anastomosis. There was no instance of 
peritonitis nor of obstruction at the stoma. 

One patient, who had had a resection of the sigmoid colon with end-to-end anas- 
tomosis for diverticulitis, received an enema by mistake on the fifth postoperative 
day. The suture line held and no complications followed. 

It was Nadal’s impression that bowel function occurred earlier following perform- 
ance of this type of anastomosis than after performance of the more common types. 
2 references. 4 figures.—Author’s abstract. 

Any method which avoids traumatic injury in intestinal anastomosis should be 
tried and evaluated. We have tried as much as possible to avoid injuries with the use 
of clamps. We have found that our best results are obtained by using the double layer 


sutures.—J. H. 


feute Surgical Emergencies in the Abdomen in Pregnancy. EDWARD HAMLIN, JR., 
MARSHALL K. BARTLETT, AND JUDSON A. sMITH, Harvard Medical School. Boston, 
Mass. New England J. Med. 244:128-31, Jan. 25. 1951. 


A report on acute abdominal emergencies in pregnant women at the Boston Lying- 
In Hospital from 1916 to 1939 was published in 1940, The present report covers the 
years 1939 to 1948 at the same Hospital and shows 49 acute surgical emergencies 
treated at the Hospital: during this period there were 26.341 deliveries. There was no 
case of operation for acute pancreatitis or for perforated gastric or duodenal ulcer 


in either series. In the 1939 to 1948 series. there were 4 cases of acute cholecystitis 
in pregnant women treated conservatively; all went to term without further complica- 
tions. Conservative treatment was employed in these cases because of the increased 
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technical difliculty of cholecystectomy when the uterus is enlarged and the increased 
danger of miscarriage or premature labor after operation. If the acute symptoms 
had not subsided promptly, operation would have been indicated, There were 3 cases 
of operation for acute intestinal obstruction in the authors’ series; all the patients 
recovered, One patient who was seven months pregnant was delivered 12 hours after 
operation of a 4 pound infant that lived and grew normally, This operation was 
performed in the early years of the series, and the patient has been in good health 
for ten years and has had three normal pregnancies. In the other 2 cases the fetus 
was not viable: in one case it was delivered by hysterotomy at the time of operation, 
and in the other case, a macerated fetus was delivered a month later. In 2 cases. 
inguinal hernia was successfully repaired, but there was no case of incarceration of 
hernia requiring an emergency operation. As in the early series, appendicitis was the 
most frequent surgical emergency during pregnancy. Because of the high fetal and 
maternal mortality in cases of ruptured appendix in the early series, the abdomen 
was explored in suspicious cases. While this resulted in some errors in diagnosis, 
at least the appendix did not rupture while the patient was under observation. Of 22 
cases in which a preoperative diagnosis of appendicitis was made, no lesion was 
found in 5 cases but the appendix was removed: in a sixth case there was hemorrhage 
into an old hydrosalpinx, and both the appendix and the tube were removed. In 12 
cases an unruptured appendix was removed without drainage; all the patients sur- 
vived. Three who were at or near term were delivered of living children 48 to 
60 hours after operation. The other 9 patients who were operated on earlier 
in pregnancy all went to term and were delivered of living children. Operation was 
also performed on 4 pregnant women admitted to the hospital with a diagnosis of 
ruptured appendix; drainage was done in all. Two developed postoperative wound 
infection and 2, pelvic abscesses that required later drainage, but all recovered. 
Three patients in the seventh month of pregnancy were delivered of living children 
either shortly after operation or later: miscarriage occurred in one case. The survival 
of these patients as compared with the high mortality of pregnant women with rup- 
tured appendices in the early series is attributed to the use of parenteral fluids, main- 
taining the electrolyte balance, whole blood transfusions. and the use of antibiotics. 


Operation was performed for ovarian cyst in 11 cases, but only two of these were 
emergency operations because of twisted pedicle or infarction: the others were elec- 
tive operations. There were 9 cases of rupture of the uterus requiring operation; 
one of these patients died. There were 6 cases of uterine fibroids requiring opera- 
tion: in 5 of these myomectomy was done. One of these patients was later operated 
on for intestinal obstruction due to adhesion of the intestine to the myomectomy 
wound and is included in the cases of intestinal obstruction reported. In the sixth 
case intestinal obstruction was the indication for operation; hysterotomy for removal 
of the fetus and hysterectomy were done at the same time. This case is also included 
with the cases of intestinal obstruction, There were 4 other cases of uterine fibroids 
in which operation was done on special indications, although there were no acute 
symptoms, | reference. 2 tables. 


Interesting review of exceptional cases in the Boston Lying-In Hospital.—_J. H. F. 


june 1951 QUARTERLY REVIEW OF SURGERY 


bre 
jag 
A 


abdominal wall 


Congenital Deficiency of Abdominal Musculature with Associated Genitourinary 
Abnormalities: A Syndrome, 5, FREDERICK EAGLE, AND GEORGE S, BARRETT, Buffalo, 
N. Y. and Easton, Pa. Pediatrics 6:721-36, Nov. 1950. 


Nine cases of a syndrome consisting of congenital deficiency of the abdominal 
musculature and obstructive manifestations of the genitourinary system are presented, 
the literature is reviewed, and pathogenesis and treatment are discussed. 

The basic elements of the syndrome consist of: (1) partial or complete anatomic 
or functional deficiency of the abdominal musculature; and (2) obstructive manifes- 
tations of the genitourinary tract, which may take the form of an enlarged bladder 
without other genitourinary anomalies or may include bilateral hydro-ureter and 
hydronephrosis. Every case but one has been in 4 male, and in every male except 


two the testes. if mentioned at all. were reported to be undescended. Other congenital 
anomalies have frequently been associated with this syndrome, chief among them 
being persistent urachus. a pigeon breast deformity of the chest , and some form of 
talipes. 

In discussion of the pathogenesis, it is suggested that the muscle deficiency is sec- 
ondary to an interuterine obstruction of the urethra or possibly due to a functional 
obstruction secondary to neuromuscular imbalance. It is emphasized that when con- 
genital deficiency of the abdominal muscles is recognized, particularly in a male 
infant with undescended testes. or when there is a patent urachus, obstructive mani- 
festations in the genitourinary tract must be searched for and corrected at the earliest 
possible moment. Urinary symptoms in these cases are usually not present. 39 ref- 
erences. 11 figures.— Author's abstract. 


hernia See Contents for Related Articles 


peritoneum 


Peritoneoscopy. PHILIP G. KEIL, Des Moines, lowa. J. lowa M. Soc. 4/:48-50, Feb. 
1951. 


One hundred and six peritoneoscopic examinations were performed on 96 patients 


with no morbidity or mortality. The technic is simple. The examination has facili- ; 
tated the study of liver disease. It has been possible in nearly every instance to obtain 
adequate biopsies for microscopic diagnosis. 

There is a close correlation between the gross and microscopic diagnosis of hepatic 
disease. Histologically proved hepatic disease has been discovered when other labora- 
tory aids were noncontributory or equivocal. 4 references, 3 figures. 1 chart.—-Au- 
thors abstract. 

This procedure is especially useful in the differential diagnosis of ascites, Biopsy of 
the liver edge is not ideal from the pathologists’ standpoint, Adequate familiarity 
with abdominal pathology is essential —Ed. 
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stomach and duodenum 


Chronic Peptic Duodenal Ulcer with Cancerous Transformation, ©. F. GEEVER, Colo- 
rado Springs. Colo. Am. J. Digest. Dis. 18:61-63, Feb. 1951. 


The incidence of cancerous change in peptic ulcers of the duodenum is exceedingly 
low compared with neoplastic changes in gastric ulcers. Ewing found only 10 cases 
in a review up to 1940, This is also true of primary cancers of the first part of the 
duodenum, independent of peptic ulceration, in contrast to the incidence of tumors 
in the second portion. In this report the authors present a case of chronic peptic 
ulcer of the first part of the duodenum with cancerous change in a 74 year old white 
female. The patient had complicating cholecystitis and cholelithiasis which rendered 
interpretation of digestive symptoms difficult. She had a history of digestive upsets 
going back for a period of four years. The patient improved temporarily on dietary 
management but ;promptly suffered aggravation of symptoms following discharge 
from the hospital. At the time of her last admission she complained of pain and vom- 
iting of “coffee-ground” material. Operation was performed and a large obstructing 
ulcer was found on the anterior wall of the first part of the duodenum, Bilateral 
vagotomy and anterior gastro-jejunostomy were performed, The patient died of 
abrupt cardiac failure approximately ten days following surgery. At necropsy the 
ulcer was large, 3.5 x 3.0 em. in surface area, and was located immediately post- 
pyloric in position. One margin abutted on the pylorus. The ulcer margins were prom- 
inent. raised, firm and reddish yellew. The base was deep. fibrous and ivory-colored. 
There were no metastases and cancer was unsuspected on gross examination. Micro- 
scopic study of the lesion revealed its true character. The base showed infiltration by 
anaplastic epithelial cells in irregular, glandular patterns, columns or nests. Subse- 
quent multiple sections of the ulcer base. pancreas. and gallbladder showed no evi- 
dence of cancer in the latter two organs. Multiple sections of the ulcer base also showed 
the major amount of cancerous tissue to be located in the ulcer base with tapering 
off into adjacent tissue. 5 references. 4 figures.— Author's abstract. 


This finding is extremely rare—J.M.W. 


Infantile Pyloric Stenosis. J. WARD-McQUAID AND BARBARA E, PpoRRITT. Oxford. 
England. Lancet. 258:201-204. Feb. 1950. 


This paper is based on a series of 100 cases of infantile pyloric stenosis treated by 
the Rammstedt operation between 1938 and 1948 at the Radcliffe Infirmary. Oxford. 
\ general analysis of the infants confirmed the usual findings—64 per cent were first- 
born. 77 per cent were males. and the incidence of onset was greatest at the second 
and third weeks. The two cardinal signs of a palpable pyloric tumor and visible gastric 
peristalsis were found in 96 per cent and one or the other in 99 per cent. 

The results in the earlier parts of the series were poor. giving an over-all mortality 
of 11 per cent. The reasons for failure are analyzed in detail. and the dangers of 
gastro-enteritis (4 deaths). perforating the duodenal “fornix” (1 death), and an 
overdose of local anesthetic (1 death) are stressed. The complications during and 
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after operation and those associated with anesthetic and with convalescence are 
analyzed. 

In the present routine, medical treatment is used only when vomiting starts late or 
is slight, or if there is intercurrent infection, and surgery is used for all other cases. 
Adequate pre-operative care is essential, and while some infants in good condition 
can be operated on after only a stomach washout, others require subcutaneous saline 
and others intravenous infusion for some 24 hours. The operation is most frequently 
performed through a right upper rectus split incision under local anesthetic, a dose 
of 50 mg. of procaine in 15 ml. being safe and adequate. Both pre-operative and 
post-operative care of these infants has been in the hands of the pediatrician, with a 
great improvement in results. Rigid isolation, gentle handling at operation, relatively 
early postoperative feeding, and early discharge from hospital are advised. 

The literature is reviewed, and it is emphasized that this series is reported with 
particular reference to complications and difficulties, so that it does not represent the 
results being obtained at present. There has been no death after the last 46 Rammstedt 
operations performed at the Radcliffe Infirmary. 10 references. 1 figure. 3 tables. 

duthor's abstract. 


There are few operations indeed which are as uniformly satisfactory and carry as 
low a mortality as the Rammstedt operation jor congenital pyloric stenosis.—J. M. W. 


Duodenostomy: A Method of Managing the Duodenal Stump in Certain Cases of 
Partial Gastrectomy. JAMES T. PRIESTLEY. Rochester, Minn. Proc. Staff Meet. Mayo 
Clin. 26:65-69, Feb, 14, 1951. 


A technic is presented and described for handling the duodenal stump in selected 
cases in which the usual methods for closure would not be satisfactory or safe. There 
are occasional cases in which the surgeon is unable to invert the mucosal lining of the 


duodenum to achieve an accurate closure without endangering adjacent important 


structures such as the common bile duct. In such cases it is sometimes feasible to con- 
vert a dangerous situation into a safe one by closure of the duodenal stump around a 
soft rubber catheter. 

A soft rubber catheter, possibly a No. 20 F latex catheter, is inserted into the 
duodenal stump and the bowel is closed around it. Usually the catheter can be 
anchored firmly in place with one or more purse string sutures and brought out 
through a stab wound in the anterior abdominal wall. 

It has been our experience that excessive drainage and electrolyte loss does not 
oceur from the duodenostomy tube. but this seems to be dependent upon whether or 
not there is any excessive pressure within the duodenal loop following the establish- 
ment of gastro-intestinal continuity with a gastro-enterostomy. The catheter may be 
removed upon the fourteenth or fifteenth postoperative day and the tract promptly 
closed. 

It is not felt that duodenostomy should ever be used as a method of choice in closing 
the duodenal stump, but rather as a method of election when proper closure cannot 
be obtained by other means. 6 references. 1 figure.—Author’s abstract. 

This procedure is very commendable.—J. M. W. 
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The Influence of Frontal Topectomy upon Gastric Secretion. (Review of Data on 
Twenty-four Cases and Fourteen Controls.) MALCOLM B, CARPENTER, New York J. 
Nerv. & Ment. Dis. //3:52-60, Jan. 1951. 


This re-examination of data has been made because of implied discrepancies be- 
tween results obtained from studies on experimental animals and on humans with 
regard to the influence of ablations of the frontal cortex upon gastric secretion. These 
data were collected as part of the medical discipline of the Columbia-Greystone 
Psychosurgery project on 24 operated cases and 14 controls, Determinations of total 
vastric acidity, free HCl, and combined HC] were made pre- and postoperatively by 
three tests: the gruel gastric test. the insulin Rehfuss test and the adrenalin Rehfuss 
test. Periodic determinations of the blood sugar levels were made before and after 
injection of insulin and adrenalin. 

Gruel gastric studies indicated that all curves of total acidity. free HCl and com- 
bined HCI, before and after surgery. fell within the accepted normal range. although 
the operation tended to scatter responses. One patient in whom area 1] was removed 
bilaterally failed to secrete free HC] after surgery. The results of the insulin and 
adrenalin Rehfuss tests in both operated and control patients were within normal limits 
before and after surgery. The average minimal latent period between the injection of 
insulin and minimal blood sugar levels was longer in the operated group (51 minutes} 
than in the controls (30 minutes). Although the blood sugar levels produced by 
subcutaneous injections of epinephrine in operated and control patients were 
similar. the average latent period between injection of epinephrine and maximal 
blood sugar levels was less in the operated (42 minutes) than in the control patients 
(72 minutes). 

The following conclusions were drawn: 

1. Bilateral frontal topectomy (with the possible exception of areas 11, 24, and 32) 
has no demonstrable effect upon gastric secretion wtihin five weeks after surgery. 

2. Bilateral ablation of area 11 may inhibit secretion of gastric-free HCI for five 
weeks following surgery. 

3. No information concerning the influence of areas 24 and 32 upon gastric secre- 
tion (when ablated) was revealed by this study since the patient selected for this 
surgical procedure was inappropriate as a subject. 

1. Four weeks after bilateral frontal topectomy, patients showed a longer latent 
period between injection of insulin and minimal blood sugar levels than controls. 

5. Five weeks after bilateral frontal topectomy. patients showed a shorter latent 
period between injection of subcutaneous epinephrine and maximal blood sugar 
levels. 5 tables.-Author’s abstract. 

This work is most thought-provoking and should stimulate others to attempt 
similar studies in this new field——J.M.W. 


Vagotomy as a Treatment for Marginal Ulcer. G. CRILE, JR., AND G. M. BROWN, JR., 
Cleveland. Ohio. Gastroenterology 17:14-19. Jan. 1951. 
During the period 1946-1950 39 patients with a diagnosis of marginal ulcer 

have been treated by vagotomy at Cleveland Clinic. The first 5 of these patients 
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were treated by transthoracic vagotomy. The remainder have been operated upon 
abdominally, an approach which allows observation of the pathology, revision or 
elimination of the stoma, or excision of the marginal ulcer at the time of vagotomy. 

The results in these 39 cases were carefully analyzed with the patients followed 
divided into two groups. The first group of 31 patients was that group in which 
objective evidence of marginal ulceration was present. The second group of 5 patients 
was that group in which no ulcer could be demonstrated and in which there had 
been no objective evidence of hemorrhage or perforation, The remaining 3 patients 
had been done so recently that proper evaluation of the apparently good results 
could not be carried out. The average follow up per patient was 23 months. 

The results following vagotomy in the small group with no objective evidence of 
marginal ulcer were poor. Good results were obtained in 26 of the 31 patients 
with objective evidence of marginal ulcer. Two patients were improved following 
treatment, giving no evidence of recurrent marginal ulcer but continuing to have 
some abdominal distress. In 3 there has been evidence of recurrent ulceration. 

Vagotomy, alone or coupled with simple repair of a gastrojejunocolic fistula when 
this is present, or occasionally with gastric resection, has proved to be a safe and 
satisfactory method of treatment. Since the results of vagotomy in the treatment of 
marginal ulcer are at least comparable to those following extensive gastric resection, 
we feel its safety commends it as a standard treatment of marginal ulcer occurring 
either after gastric resection or after gastro-enterostomy. 1 reference. 8 tables. 
luthor’s abstract. 

Certainly the abdominal approach has much in its favor in the management of 
jejunal ulceration by vagotomy as the diagnosis can be verified and any revision of 
the stoma found necessary can be accomplished with greater ease. I believe that 
subtotal gastrectomy for the jejunal ulcer following gastro-enterostomy is preferable 
to vagotomy and would reserve the latter for the marginal ulcer appearing only 
occasionally after high subtotal gastrectomy.—J. M. W. 


An Evaluation of Subtotal Gastrectomy for Gastric and Duodenal Lesions. LAWRENCE 
SINGMASTER, AND GILSON €, ENGEL, Philadelphia, Pa, Gastroenterology 17:1-13, 
Jan. 1951. 


A series of 100 unselected cases who had undergone subtotal gastrectomy for 
various conditions was reviewed. These patients had been operated on by the Sur- 
gical Service of Dr. Gilson C. Engel at the Lankenau Hospital and had been seen 
regularly in the Lankenau Follow-Up Department since 1942. 

Three-hour glucose tolerance tests and fluoroscopic studies of gastric-emptying 
times were obtained for correlation with postoperative symptoms and the physical 
status of each patient. As compared with the normal glucose tolerance curve, this 
series revealed an early hyperglycemia followed by a hypoglycemia which had not 
returned to the normal level within three hours. This divergence from the normal 
curve was not found to be a causative factor in producing postoperative symptoms. 

Fluoroscopy revealed that final gastric emptying times were definitely shorter in 
this series than in unresected stomachs. Under fluoroscopic observation there was no 
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evidence of abnormal jejunal distention seen in any case during the progress of the 
barium into the jejunum. 


In this series of 100 cases we were fortunate in not having had a case of the so- 


called “dumping syndrome.” It is possible that our adherence to the Polya antecolic 
type of anastomosis has been instrumental in this fact. 


Because only 8 patients in the entire series had minor complaints which were 


not incapacitating. and because all patients could lead a normal economic life, 


eating practically all types of foods. we believe subtotal gastric resection is the pro- 


cedure of choice when dealing with all benign gastric ulcers. or with duodenal ulcers 
not amenable to medical treatment. 15 references. 1 graph. 4 tables.—Author’s ab- 
stract, 


This report brings us an interesting point of early hyperglycemia followed by a 
hypoglycemia. There is no question but that the intrinsic gastric hormonal secretion 


has some effect upon the vital economy. However, it is shown that gastric resection 
is the procedure of choice. It would be interesting to determine the effect of feeding 
the mucoprotein \recovered from stomach washings in these cases postoperatively. 


intestines 


Traumatic Submucosal Hematoma oj the Midportion of the Ascending Colon: Report 
of Case, GUY L.; KRATZER, Rochester. Minn. Proc. Staff Meet... Mayo Clin, 26:18-20, 
Jan. 1951. 


A man 70 years old. examined in May 1950, had had chronic encephalitis since 
1925. In October 1949 he fell. striking his right hip on a concrete block, After the 
accident he noted pain in the right part of the abdomen and the onset of diarrhea. The 


significant finding at examination was x-ray evidence of a deforming lesion of the 


ascending colon. On June 5, 1950. right hemicolectomy in one stage was performed. 


The pathologist reported a partly organized hematoma, 7 cm. in diameter. in the 


wall of the ascending colon and separating its layers. The patient was dismissed 
from the hospital on his fourteenth postoperative day. Palpation at the time of op- 
eration did not make it possible to distinguish the lesion from other pathologic 
conditions. A review of the recent literature did not reveal a report of a similar lesion. 
2 figures. Author's abstract. 


Duplication of the Entire Colon and Terminal Part of the Ileum Associated with 
Parasitic Twin, GUY L. KRATZER. Rochester Minn. Proc, Staff Meet. Mayo Clin. 
26:15-18, Jan. 1951. 


A review of the literature revealed that duplication of the entire colon is relatively 
rare, although approximately 6 cases have been reported. Anomalies associated 
with the hind gut, in general. are rare. Approximately 12 such anomalies have been 
reported. In none of the reported cases was mention made of an associated parasitic 
twin. 


The patient. a boy 12 years old, was first examined in 1943. At that time a para- 


sitie twin consisting of a pair of short arms, a short trunk, genitalia and a rather 
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large pair of limbs was removed surgically. This was attached to the supra-umbilical 
region. The patient did well except for persistent drainage from several sinuses on the 
abdominal wall. He returned in June 1950. He was then 19 years old. Abdominal 
exploration at that time disclosed the cause of the draining sinuses to be the presence 
of a supernumerary urinary bladder, two testicles. colon and the terminal portion 
of ileum. These organs were removed, At the operation it was found necessary to 
extend the incision into the thorax and anterior mediastinum in which the bladder 
and testes were situated. After these had been removed it was found that another 
sinus tract led to what appeared to be a normal colon: an ileum was attached to this 
colon. The blood supply to the colon and small intestinal segment originated from 
the mesentery of the normal or autositic ileum. The patient made an uneventful re- 
covery after operation, with no further difficulty. Surgical intervention in such cases 
is deemed advisable whenever practicable. since it restores the normal or autositic 
twin to a condition in which he can carry on a useful and comfortable existence, 
instead of remaining a “freak” who attracts attention. 6 references. 1 figure— 
Author's abstract. 


Operative Recovery of Multiple Atresia at lleo-Cecal Area, £. RX. RISTINE, Camden, 
N. J.. a. Ss. HANSEN, Westmont. N. J.. AND E. R. PRINCIPATO, Camden, N. J. J. M. 
Soc. New Jersey 48:65-69, Feb. 1951. 


Recovery after surgery upon an atresia of the terminal ileum is extremely rare, 
probably because of the decreased fluidity of bowel content and the small calilre 
of the undilated bowel. Also, this is the rarest site for atresia of the intestine. Surgery 
is only one step in preserving the life of these infants. Careful preoperative and 
postoperative care. maintenance of fluid and electrolyte balance, good nursing care, 
teamwork and close cooperation between pediatrician and surgeon—all these are 
essential. 

The case report follows: A male child. born January 21, 1949, weighed 7 pounds 
8 ounces and nursed and swallowed readily. but no meconium passed. At 48 hours 
of age the child began to vomit a dark meconium-like substance and to regurgitate 
all water and formula. Examination disclosed a mildly dehydrated baby. distended 


abdomen. tympanitic to percussion, high-pitched peristaltic sounds and an empty 


rectum to digital rectal examination. An x-ray examination disclosed “many fluid 
levels in the intestines suggesting small bowel obstruction, presumably low in the 
pelvis.” Laparotomy was performed under ether aud oxygen anesthesia. Upon open- 
ing the abdomen the entire smal] intestine was seen to show marked distention—the 
entire colon was collapsed. The point of obstruction was seen to be in the region of 
the terminal ileum. where the bowel was replaced by a cord-like structure. A side-to- 
side anastomosis was performed between the terminal ileum and the cecum. A single 
laver of fine continuous catgut was used, After completion of the anastomosis the 
colon was seen to distend. 

The postoperative course was satisfactory at first. with three meconium bowel 
movements in the first 24 hours. On the fourth day distention and obstruction at the 
anastomosis apparently occurred as the stools became more solid. Daily olive oil 
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and saline enemas appeared to dilate the narrowed colon and bowel actions became 
normal, A stormy, fluctuating convalescence persisted for the first six weeks after 
operation, after which a gradual, steady improvement occurred with slow gain of 
weight. Three months after operation the child weighed 8 pounds, 8's ounces and 
was taking cow’s milk and cereal well. At 20 months he weighed 25 pounds and 
seemed to be quite normal in appearance, with a well-healed abdominal scar and 


normal gastrointestinal function. 25 references. 1 figure-~—Author’s abstract. 


Incomplete Obstruction of the Small Intestine, ALEXANDER STRELINGER, Elizabeth, 
N. J. Am. J. Digest. Dis. 78:66-70. Feb. 1951. 


Six cases are reported with incomplete small intestinal obstruction found at opera- 
tion. Preoperative investigation, which in all cases included a gastrointestinal series, 
failed to show evidence of such obstruction. The diagnosis of same was only made 
tentatively and was based on clinical observation in 5 cases; in the sixth case it 
was based on clinical observation and on the presence of occult blood in the feces. 
In 3 eases. the obstruction was caused by benign lesion: these improved on opera- 
tion. In 3 others, the obstruction was caused by some sort of malignancy. In 
one of these it was not known at the time of the operation that the tumor was malig- 
nant. and it was excised, Initial improvement was followed by gradual decline and 
death. In 2 other cases of malignancy, removal of the tumor was not possible: the 
patients died soon ‘after operation. 

The clinical symptoms leading to operative indication are discussed. Data are 
quoted from the lHerature recording the difficulties of diagnosis of incomplete small 
intestinal obstruction; some of the auxiliary diagnostic procedures are discussed. 
The conclusion is reached that continued careful scrutiny of clinical symptoms permits 
the diagnosis of incomplete small intestinal obstruction at times when routine studies 
are inconclusive. 3 references. 6 figures.—Author’s abstract. 


Vultiple Malignancies of the Colon. A Report of Six Cases. THOMAS €,. DOUGLASS, 
Chicago, Il, Quart. Bull. Northwestern Univ. M. School 25:19-20, Spring 1951. 


During the past vear we have operated upon 24 cases of carcinoma of the colon 
and rectum at Passavant Memorial Hospital without operative mortality. Of this 
number 6 had more than one primary malignant tumor of the bowel. an incidence 
of 25 per cent. This figure is amazingly high and may be a reflection of a limited 
number of cases. 

All of the 6 cases reported made uneventful recoveries and are alive and without 
evidence of disease at present. 

It is certain that had any of the multiple tumors been missed in any of these 6 cases 
a poor result would have occurred. The appearance of signs of extending malignant 
tumor in the colon would probably have been thought to be due to metastases. The 
high incidence of multiple tumors in this small group of eases has convinced us that 
one must search diligently for additional tumors. We have adopted a change in technic 


as a result of these cases. In addition to the usual exploration of the entire colon, 
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which has always been done carefully, we have almost routinely passed a sterile 
proctoscope into the proximal and distal portions of the bowel after the resection 
has been completed and before the anastomosis has been done. This procedure is not 
original with us, having been reported by Hedin in 1939. 4 references.Author’s 
abstract. 


appendix 


The Function of the Appendix. A Theory. pHitie a, CAULFIELD, Med, Ann, District 
of Columbia. 20:83, Feb. 1951. 


The appendix is not a vestigial organ. It has a fixed position in the anatomy of the 
body. It has a well defined blood and lymph supply and possesses a well defined 
mesentery, like the rest of the free-moving intestine. In contradistinction, a Meckel’s 
diverticulum has no fixed size, shape or position, and its blood supply arises as a 
part of the blood supply to the rest of the ileum, Simple observation of both organs 
readily reveals that one is a remnant of some embryologic structure and the other has 
a normal, mature development. 

Because of its construction, the intestinal contents easily enter the appendix. where 
they become rapidly dehydrated and the cellular structures form together in oval 
masses known as fecaliths. These are affected by peristalsis and are periodically 
expelled into the cecum to act as a nucleus around which will cling other formations 
of undigested substances entering the cecum. In this way the fecal balls are started 
and a “snowball action” begins which gradually leads to larger balls, which eventu- 
ally cling together in the descending colon and sigmoid as a formed oval mass. It is 
not absolutely essential that such a nucleus should occur. but it is one of nature’s 
ways of bringing about perfection with a smoothness of digestion. Even without the 


appendix such digestion would eventually occur but not with the same relative rapidity 
or ease. 


It is only when one of these fecaliths becomes caught in the appendix that a break- 
ing down of the mucous membrane occurs. followed by infection of the submucosa 
and eventually acute appendicitis. However, every normal appendix examined when a 
surgeon is operating in the abdomen will be found to contain one or two of these feca- 
liths, provided digestion immediately prior to the investigation was perfectly normal. 


The Dangerous Masking Effect of Penicillin in Acute Perforative Appendicitis with 
Secondary Peritonitis. DONALD C. COLLINS, Los Angeles. Calif. Ann. West. Med. & 
Surg. 5:71-72. 77, Jan. 1951. 


A boy, aged 15, suffering from his fourth attack of acute appendicitis within four 
months, was seen as an acute emergency at his home by another doctor. After the 
patient was examined and his illness correctly diagnosed as caused by acute appen- 
dicitis. 300,000 units of aqueous crystalline penicillin G were administered intra- 
muscularly, As the physician departed from the patient's home, he assured the anxious 
parents that this attack of acute appendicitis probably would now quickly subside 
without the necessity for an appendectomy. 
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The patient was first seen by the author as an emergency hospital consultation some 
sixteen hours after this penicillin administration. The physical examination and the 
laboratory work were all negative except for mild but definite point tenderness at 
MecBurney’s Point in the right lower quadrant of the abdomen, and high on the right 
lateral side of the pelvis upon rectal examination. 

An immediate appendectomy was performed under spinal anesthesia, and a Me- 
Burney type abdominal incision was made. It was noted that all layers of the incision 
exhibited an abnormal tendency to bleed. When the peritoneum was incised, about 
500 ce. of a yellowish, foul-smelling, typical E. coli purulent exudate gushed forth. 
The vermiform appendix was retrocecal in position, sharply angulated at its base, 
acutely inflammed, and revealed two areas of necrosis in the wall of its proximal third. 
Recent acute fibrinous adhesions were present between the appendix and surrounding 
viscera. A routine appendectomy was done. The stump of the appendix was not in- 
verted. With the aid of intensive antibiotic therapy postoperatively, the patient made 
an uneventful convalescence and left the hospital on the sixth postoperative day. He 
has remained well and returned to his high school classes. 

The hospital pathologist confirmed the clinical opinion that the excised appendix 
demonstrated acute and advanced necrotic inflammation of all of its lavers. 

The lesson taught by this brief report is obvious; penicillin should be employed 
only as an adjunet to an immediate appendectomy as the treatment of choice in acute 
appendicitis. Penicillin should not be used to supplant surgery. 8 references. 1 figure. 

futhor’s abstract. 

This is not an indictment of antibiotics. They are of the utmost value in appendiceal 
peritonitis. but have in no way altered the surgical indications in appendicitis.—Fd. 


The Diagnostic Aid of the X-rays in Appendicitis. G. Ww. HAIGH, Worcester, Mass. 

: Clin. Med. 58:36, Feb. 1951. 

) The diagnosis of atypical appendicitis may be aided by x-rays. Soon after the 

rupture of an appendix, when diagnosis baffles, an opaque enema should show a 

! defective shadow of the cecum from peri-appendicitis. When indicated by a recent 

suspected a typical attack, x-ray may reveal the appendix in an unusual location.— 
luthor's abstract. 

We have found x-ray valuable in two types of cases: a) where an appendiceal ab- 
scess has been drained and an x-ray done some months later to show whether the 
appendix is still present or not. In a series of cases it has demonstrated the existence 

of an appendix later removed by operation, b) In revealing bizarre types of ap- 
pendices. One case was a typical figure “8° with the proximal and distal tip fused at 
the cecum, This was helpful in the operation for removing this appendix.—J. H. ¥. 


liver and biliary tract 


The Pathology of Jaundice. PUL PERNWORTH, Compton. Calif. Rev. Gastroenterol. 
17:1145-50, Dee. 1950. 


It is from hemoglobin that bile pigments are formed. and an excessive accumulation 


of these pigments in body tissues constitutes the symptom of jaundice and indicates an 
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abnormality in the metabolism of bile. Hemoglobin is an iron-containing porphyrin 
which is reduced by activity of the reticulo-endothelial system to hematoporphyrin 
(Cy,H,.,0,) an isomer of bilirubin. The bile pigment is transported to the liver as 


a bilirubin-proteinate of high molecular weight. This molecule is too large for filtra- 


tion through the renal glomerulus, an important point as the urine is always acholic 


for this type of bile. In its passage through the liver cell from the portal vein, the 


bilirubin-proteinate complex is split, allowing the bilirubin, now chemically changed, 


to pass into the duodenum via the bile ducts. In the large bowel, bilirubin is reduced 


to colorless urobilinogen, part of which is excreted in the feces as stercobilin. The 


remainder is reabsorbed and returned to the liver where a portion is resynthetized 


to bilirubin and the rest. excreted by the kidneys as urobilinogen. On exposure to 


light this is oxidized to urobilin. 


A logical classification of jaundice is to consider the condition as either prehepatic, 


intrahepatic or posthepatic. This places the mischief either before, in, or after the liver. 


Prehepatic jaundice is due to increased erythrocyte fragility and greater production 


of bilirubin as is seen in hemolytic jaundice and icterus neonatorum. Laboratory 


tests will differentiate this type of jaundice. The urine is acholic. The blood bili- 


rubin is elevated and tests for urinary urobilinogen are strongly positive. 


Posthepatic Jaundice 


This syndrome accompanies obstruction to the bile passages after the bilirubin 


has passed through the hepatic cell. Obstruction may be complete or incomplete. In 


the former no bilirubin enters the small bowel. no urobilinogen is formed and uro- 


bilin is absent from the urine. The blood bilirubin concentrations are markedly 


elevated. 


Hepatic Jaundice 


Toxins damaging the liver parenchyma will result in retention of bile at those 


points where normal passage of bile is disturbed. If the swollen liver cells prohibit 


the flow of bile down the bile passages a posthepatic as well as intrahepatic element 


is produced and a biphasic van den Bergh test results. This reflects with great accu- 


racy what is transpiring in the sick liver unit. Rabinovitch has pointed out that a rise 


in blood bilirubin is always preceded by an increase in urinary urobilinogen, indicat- 


ing that the diseased hepatic cell is less permeable to the latter than to the former. In a 


hepatitis, then, one of the earliest favorable prognostic signs is the appearance of 


urobilinogen in the urine. 


The cephalin flocculation, thymol turbidity and galactose tolerance tests are dis- 


cussed. 2 references. figure. Author's abstract. 


Study of Fecal Excretion of Fat and Nitrogen and External Pancreatic Function in 
Cases of Primary Parenchymatous Hepatic Disease. JOHN B. Gross, Rochester. 
Minn. Proc. Staff Meet.. Mayo Clin. 26:9-13, Jan. 1951. 


Data are presented to summarize present-day knowledge of the effects of primary 


hepatic disease on fecal excretion of fat and nitrogen and to assess any possible role 


the pancreas might play in the pathogenesis of the observed steatorrhea. Ten patients 
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with primary parenchymatous, hepatic disease were studied by means of intake- 
excretion studies. Included in this group of 10 patients were 3 with serum hepa- 
titis. 4 with acute infectious hepatitis, and 2 with Laennec’s cirrhosis, All but 2 
patients were jaundiced at the time of study: the jaundice was, for the most part, 
moderate in degree. Patency of the biliary tract was apparent in all cases from the 
normal values obtained for fecal excretion of urobilinogen, Duodenal drainage aiso 
revealed adequate amounts of bile in all cases. 

Intake-excretion studies were carried out under uniform conditions in the metabolic 
study unit. employing the moderately high-fat diet previously described. This weighed 
diet provided an average daily intake of 101.6 Gm. of fat. 18.8 Gm. of nitrogen, and 
2.463 calories. Periods of collection of the excreta varied from three to six days. 
depending mainly upon the time required for passage of the carmine markers. Secre- 
tin tests were carried out in the usual fashion, employing pancreotest (Astra) as the 
pancreatic stimulant. By means of a double-lumen tube the duodenal contents were 
collected relatively free from contamination with gastric juice. 

lt was found that steatorrhea commonly occurs during the active phase of hepatitis. 
A second study of fecal excretion of fat in each of 2 cases of serum hepatitis showed 
diminution in feeal!loss of fat coincident with clinical recovery. Although steatorrhea 
was not demonstrable in either of the cases of cirrhosis in this study, most cases of 
cirrhosis studied previously by others have been characterized by excessive loss of 
fat in the feces. 

\zotorrhea was not found in any of the cases of the present study. Previous studies 
have indicated abnormally large fecal exeretion of nitrogen in one case of hepatitis 
and in one case of cirrhosis. 

The data obtained in 9 cases of parenchymatous hepatic disease clearly showed 
that external pancreatic secretion was entirely adequate in all 9 cases in response 
to the injection of secretin. 

The pathogenesis of the steatorrhea accompanying hepatitis and cirrhosis remains 
unknown, The most reasonable explanation appears to be impairment of formation 
and secretion of bile salts as a result of the hepatic parenchymal damage. 10 refer- 
ences. 2 figures. | table. duthor's abstract. 

1 good review of the subject. 4. TR. 


Total Gastrectomy with Resection of the Lower Part of the Thoracic Esophagus Be- 
cause of Cancer, J. bRYJSKI, Warsaw. Poland, Tygodnik Lekarski 5:234, Sept. 1950. 


The author is reporting about a man 42 years old, who came to the Holy Ghost 
Hospital in Warsaw because of pains and an inability to swallow, even liquids. His 
disease began a few months ago, \-ray examination of the intestinal tract revealed 
complete stenosis of the cardia and stiffness of the stomach. 

The author performed the operation in two stages. In the first stage he opened the 
abdominal cavity: the stomach was stiff and the neighboring glands and the mesocolon 
were attacked by cancer. The author released the stomach and cut it out at the carci- 
nomatous part of the esophagus and at the duodenum. The duodenum was subse- 


quently closed by sutures. The stomach and the cancerous glands were removed and 
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the lower part of the carcinomatous esophagus was secured by the towel. The abdomen 
was closed in layers. 
Several minutes after the first stage the author began the second transthoracic 


stage of the operation. He removed the eighth left rib, opened the pleura, cut the 


diaphragm and opened the abdomen (thoracophreno-laparatomia). He released the 


lower part of the thoracic esophagus, which was changed carcinomatously (5 em.), 


cut out the cancerous tissues and performed esophagojejunostomy. The diaphragm 


was then closed. The thorax was closed just after re-expansion of the left lung. 


The patient bore up well under the operation. During the two stages of the opera- 


tion the patient received infusion of 2000 ml. of the blood and 2.500 ml. of the saline- 


glucose solution. 


The post-operative course was only troubled by the tachycardia which was over- 


come by the strophanthin injections. On the fifth day after the operation there arose 


phlebothrombosis in the left leg. The symptoms of phlebothrombosis receded follow- 


ing injections of heparin. After four weeks the patient recovered and returned home. 


Six months after the operation the patient's health condition was good; he was able 


to eat all kinds of food and his weight increased by I) kilograms. 


Histologic examination of the tumor showed carcinoma gelatinosum. 


The Radiology of the Intrahepatic Biliary Tract. FAINSINGER, Johannesburg, 
South Africa. South African J. Med. Se. 15:51-66, Oct. 1950, 


The literature pertaining to the development of knowledge of the biliary tract, more 
particularly of its intrahepatic part. is reviewed. The radiologic appearances of the 
intrahepatic ducts after their injection with opaque medium, both in the isolated liver 


and in the cholangiogram on the living, are described and analyzed, An attempt is 


made to define the normal radiologic appearances. The lesions encountered in this 


series are studied in relation to their effects on the radiologic appearances of the 


opacified ducts. The application of the knowledge of the radiologic appearances as 


described, is discussed, and possible lines of development of diagnostic methods in 


the radiology of hepatic disease are indicated. 


pancreas 


Acute Pancreatitis. J. G. pROBSTEIN, St. Louis, Mo. J. Internat. Coll. Surg. 15:147-51. 


Feb. 1951. 


Acute inflammations of the pancreas are far more frequent than is generally sup- 
posed, Patients with this disease present no typical clinical picture, though pain in 
the upper part of the abdomen, nausea, vomiting. epigastric tenderness. slight fever. 


leukocytosis and mild jaundice are features of most cases. The most important diag- 


nostic method is determination of the blood diastase level. which the author orders 


whenever severe pain in the upper part of the abdomen is present. The author also 


feels that it should be done in any patient who goes into seemingly unexplainable 


shock after a laparotomy. particularly if the operation was in the upper part of the 


abdomen. Unfortunately elevation of the blood diastase value is only transient. usually 
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lasting three to four days after the onset of abdominal pain and sometimes being as 
short as 36 hours. 

The vast majority of patients recover with symptomatic and supportive therapy. 
Rarely, and presumably only when the pancreatitis is severe, is there persistent 
fever. Sometimes the appearance of a palpable mass in the epigastrium is noted. This 
indicates the development of a pancreatic abscess. Surgical drainage of such masses, 
with removal of necrotic pieces of pancreas, is then indicated. Surgical intervention, 
therefore. is reserved for the complications of acute pancreatitis rather than employed 


in the treatment of pancreatitis itself. 

About two thirds of all patients with acute pancreatitis have chronic cholelithiasis; 
hence. several weeks after a patient has recovered, a gallbladder roentgen series 
should be obtained. If gallstones are disclosed, a cholecystectomy should be performed 
and the common duct explored as an elective procedure or interval operation. These 
procedures in themselves. however, will not prevent recurrence of pancreatitis. About 
50 per cent of the authors’ patients had recurrence of severe abdominal pain, presum- 
ably due to pancreatitis: the interval between attacks ranged from a few weeks to 
three and a half years. In the author's experience. acute edematous pancreatitis rarely. 
if ever. progresses to the chronic pancreatitis characterized by calculi, steatorrhea. 
diabetes and obstructive jaundice. which the author feels. probably has a different 


pathogenesis. 


Elevated Values jor Serum Amylase and Lipase Following the Administration of 

Opiates: A Preliminary Report. JOHN B. GROSS, MANDRED W, COMFORT, DON R. 
MATHIESON, AND MARSCHELLE H. POWER, Rochester, Minn. Proc. Staff Meet. Mayo 
Clin. 26. Feb, 28, 1951. 


Codeine sulfate parenterally administered produces unquestionable elevation of 


values for serum enzymes in some patients without pancreatic disease. Spasm of 
the sphineter of Oddi with consequent increase of pancreatic intraductal pressure 
and temporary reflux of enzymes into the blood stream is presumed to explain the 
positive response to the codeine test. This phenomenon is a potential source of error 
in the clinical interpretation of elevated serum enzyme values: it may lead to an 
erroneous diagnosis of pancreatic disease and requires that consideration be given to 
the possibility that an opiate administered within the preceding 24 hours may have 


been responsible for the observed elevated values for these enzymes in the serum. 


Cancer of the Pancreas, A Clinical and Pathological Study. 1. THOMSEN. N, HJORTH, A. 
RORGARD CHRISTENSEN. AND M. BJORNEBOE, Acta med. Scandinav. /39:28-42 f. 
1. 1950. 


The material consists of all the cases of cancer of the pancreas from the Patho- 
logical Institute of the Kommunehospital. 1935-48—in all 112 cases. The frequency 
was 0.9 per cent of all autopsies. 

In 56 cases the tumor was localized to the head. in 21 to the body-tail of the 
pancreas and in 35 to the entire pancreas. Metastases were found in 71 per cent. infil- 
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tration into the surrounding organs in 46 per cent. In 18 per cent neither metastases 
nor infiltration were found. 

The ratio of men to women was 1.9:1. The maximum age was found to be between 
60 and 70 years. Only 4 patients were under 40 years. 

Fifty per cent of the patients died within three months of the first symptom: only 7 
lived more than nine months. 

The most constant symptom was pain, which was the initial symptom in 59 per 
cent. The pains are usually prolonged, constant, localized in the epigastrium or below 
the right hypochondrium, Only 2 had pains below the left hypochondrium. 

Tiredness, anorexia and loss of weight are frequent and early symptoms. 

On admission 40 per cent of the patients with tumor of the head of the pancreas 
were jaundiced. Jaundice was found as a late symptom in 62 per cent. Twenty-one of 
the patients had painless jaundice, and of these only 3 had palpable gallbladder. 

Intractable constipation was the initial symptom in 39 per cent and diarrhea in 
20 per cent—mainly in cases of tumor of the head. 

The liver was palpable in 48 per cent: tumor of the pancreas was present in 23 
per cent and of the gallbladder in 9 per cent. Sedimentation rate was increased in 88 
per cent. Fifty per cent were subfebrile. Seventy-fpve per cent had a hemoglobin per- 
centage above 80 on admission. 

Reinspection of x-ray photographs of the stomach and duodenum showed signs of 
tumor of the pancreas in 13 of the 39 examined. 

Thirty-six cases were diagnosed in vivo: of these, 19 were diagnosed only during 
operation. 

Fighty-four per cent of the patients were primarily admitted to a medical depart- 
ment and 10 per cent to a surgical ward. 

Forty per cent were admitted after less than one month’s illness. 71 per cent in 
the course of the first three months of illness. 


The following is emphasized for the support of the diagnosis: cancer of the pan- 
creas is a frequent cause of jaundice in patients over 40 years old. Loss of weight 
is great and rapid. Occult blood can be due to cancer of the pancreas. Deterioration 
of the general condition without anemia is often found. 


The possibilities of early diagnosis can be improved with the aid of tests of the 
pancreatic enzymes in the blood and contents of the duodenum, examination by | 


x-ray with special reference to the pancreas, and a test for glucose tolerance. 


Pancreatogenous Steatorrhoea, MARTIN Oslo, Norway. Acta med. Scandinav. 
139:15-28. f. 1. 1950. 


The author discusses pancrealtogenous steatorrhea in relation to 7 cases treated in 
Medical Department A of the State Hospital. Oslo. The most important symptoms 


were bulky stools. steatorrhea. increased nitrogen content of the feces, diabetes. poly- 
neuritis. reduced power of dark-adaptation, hypoproteinemia. early development of 
arteoriosclerosis. The author further discusses the question of the failure of fat absorp- 
tion in patients with pancreatic insufhciency. despite the fact that fat-splitting occurs to 
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a normal extent in the intestine. He considers that a great part of the failure of absorp- 
tion is due to the fact that there is increased difficulty in absorbing fat in the form of 
cholesterol esters and phospholipids. The author records an observation, which 
does not seem to have been previously recorded in the literature—namely, that pa- 
tients who have both pancreatogenous steatorrhea and diabetes seem even more liable 
to arteriosclerotic vascular changes than ordinary diabetics. The possible explana- 
tions of this phenomenon are discussed, such as lack of lipotrophic substances and 
inadequate control of the diabetes. The condition is compared with idiopathic steator- 
rhea and the more important points of similarity and difference briefly noted. At- 
tention is drawn to the value of the blood prothrombin level in the differential diag- 
nosis of the two conditions. a point not hitherto recorded. The blood prothrombin 
level is. as a rule, normal in pancreatogenous steatorrhea and reduced in idiopathic 
steatorrhea. The prothrombin level must be determined by a_ reliable method 
(Owren’s). Finally, the treatment of the condition is discussed, including the bene- 
ficial effect of preparations of pancreatic enzymes on the steatorrhea. 


spleen 
Thrombocytopenia Purpura, A Review of Fifty-three Cases, M. BEHREND, A, BEHREND, 


M. BRYLAWSKI, AND 1. WoLDOW, Philadelphia, Pa. J. Internat. Coll. Surgeons, 15:176- 
79, Feb. 1951, 


This paper deals with idiopathic thrombocytopenia purpura—a condition caused, 
according to present concepts, by some abnormal function of the spleen, either by 
destruction and phagocytosis of platelets therein or by some remote humoral effect 
upon the megakaryeocyles in the bone marrow. The disease may be cured by splenec- 
tomy in many instances but is often fatal when there is persistent severe thrombo- 
penia associated with hemorrhagic manifestations. 

In a number of cases of idiopathic thrombocytopenia purpura spontaneous regres- 
sion occurs, particularly in patients of the younger age group, Others fail to respond 
spontaneously, and on these, splenectomy has been performed. In selecting cases for 
operation, careful analysis should be made of the complex factors involved in hemo- 
stasis and hemopoiesis. Among these factors the following, when present, are consid- 
ered generally as offering a good prognosis in the event of splenectomy: (1) a not 
too severe type of anemia, readily combatted by transfusions; (2) a normal or ele- 
vated neutrophil count in the peripheral blood: (3) hyperplastic bone marrow in 
which megakaryocytes are plentiful and mature: and (4) a high eosinophilic index. 

In a certain number of conditions diagnosed as idiopathic thrombocytopenia pur- 
pura, and presumably satisfying all or most of the above criteria, it is common to 
find no improvement after operation, and even death may occur postoperatively. 
Percentages of cure following splenectomy vary with different authors. 

When the bone marrow shows no evidence of maturation of immature megakaryo- 
eytes and delivery of mature platelets into the peripheral circulation without any 
apparent cause, the diagnosis of idiopathic or primary thrombocytopenic purpura 
is maintained. This type of condition may lead to a severe hemorrhagic diathesis and 


such sequelas as hematuria, epistaxis. menorrhagia, and bleeding from mucous and 
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serous surfaces, which, if persistent, may result in death. However, when surgical 
intervention is indicated, it is important to remove the spleen and all accessory splenic 
tissue to prevent a recurrence of the condition. One patient presented six accessory 
spleens in addition to the normal spleen. This is also true in cases of hypersplenism 
associated with hemolytic anemia and panhematocytopenia. 

It is now essential in the treatment of all blood dyscrasias to include a hematologist 
in the team. 

Curiously enough, the spleen is not essential to normal health, but when it be- 
comes pathologie it is a dangerous organ. 

The indication for operation in cases of hypersplenism have narrowed materially 
in the past few years, They are congenital and acquired hemolytic icterus:; idiopathic 
thrombocytopenic purpura (with criteria as aforementioned): tumors; chronic hemo- 
lytic anemia. and panhematocytopenia and neutropenia with a hyperplastic bone 
marrow picture. Our results show that patients in the older age groups, with initially 
low platelet levels. had poor operative responses. 

The abdominal route was used for all splenectomies performed for any of the blood 
dyscrasias mentioned, Usually a left rectus incision was employed, Perfect hemostasis 
is necessary for operation upon thrombocytopenic patients. We have not found it 
necessary to employ the thoracoabdominal apprdach for these patients because the 
spleen is usually mobilized readily through an abdominal incision. 

In the experience of one of us. if the patient has an initial average of 80,000 to 
100.000 platelets. the prognosis appears to be better than for a patient with an 
initial level of 20,000 or less. The platelet level varies with the technician, particu- 
larly at these low levels. and an accurate count by a reliable technician is essential. 
In the presence of a low platelet level the other criteria mentioned should be most 
carefully considered before the patient is accepted for splenectomy. 

Fifty-three cases in which a diagnosis of thrombocytopenia purpura had been made 
were reviewed. Of these. more than half were discarded because they did not fulfill 
all the diagnostic criteria for thrombocytopenia. All followed a somewhat uniform 
pattern: there was bleeding from some structure, such as a lining mucous membrane. 
or the bleeding took the form of petechiae scattered irregularly over the surface of 
the skin. Bleeding originated in the form of hematemesis. epistaxis. tarry stools or 
oral and uterine hemorrhages. 

The blood exuded may be in small quantities or large enough to constitute a hemor- 
rhage. In the terminal states there are massive hemorrhages which may fill the pleural 
sac. the subdural and subarachnoid spaces. the abdominal cavity. and many organs of 
the body, such as the kidneys. liver. and other solid structures. 


The most favorable cases were those in which the bone marrow showed mega- 


karyocytic activity. When no megakaryocytes. or only a few were present. the patients 


were in constant danger either with or without operation, After operation, without 
megakaryocytes, death resulted from splenectomy in a few hours to a week. The lesson 
learned was that without an active bone marrow splenectomy should not be performed. 

Some interesting premonitory phenomena were developed but. without a blood 
count, paying particular attention to the number of platelets. the diagnosis of throm- 
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bocytopenia purpura could not have been made. In many of these patients the spieen 
was not enlarged. The fragility test was of some importance in helping to make the 


diagnosis, showing increased resistance in most cases. 


A revealing fact is that one third of the patients accepted were children, ranging 


from 2 to 14 years of age. In addition, there were several adolescents. Spontaneous 


recovery was the rule for this group. The over-all age range was from 2 to 63 years. 


Thrombocytopenia purpura develops more often in the female than in the male. 


but with a better incidence of recovery, 2 references. 


fneurysm of the Splenic Artery. THOMAS H. PALMER, Boston, Mass. New England 
J. Med. 243 :989-93, Dec. 21, 1950. 


The author reports a case of a large aneurysm of the splenic artery; the chief 
symptom was abdominal pain in the left upper quadrant which was relieved when 


the patient lay down. Examination showed a firm, irregular, rounded mass, somewhat 


tender, extending downward from the left costal margin to the iliac crest. and extend- 


ing to the midline medially. \-ray examination showed a large soft-tissue mass: it 


compressed and displaced the stomach, A tentative diagnosis of cyst of the spleen 


was made. Even at operation, the true nature of the mass was not recognized until 


it ruptured with profuse hemorrhage and extrusion of blood clots. Bleeding was 


controlled, and mass ligatures were placed on the proximal and distal side of the 


aneurysm; the aneurysmal sac was excised: the splenic artery was definitely iden- 


tified as the site of origin of the aneurys. and additional ligatures were placed on the 


proximal and distal erids of this artery, The possibility of aneurysm of the splenic 


artery should be considered when a mass is found in the upper abdomen, the origin 


of which is obscure, or when there is severe intra-abdominal hemorrhage without 


obvious cause, such as trauma or cancer, When a mass is present. a bruit over the 


left side of the abdomen, or expansile pulsation, is suggestive of aneurysm; in the 


case reported, the absence of pulsation is explained as due to the large amount of 


clotted blood in the aneurysm. When a diagnosis of aneurysm of the splenic artery 


has been made, an elective operation for removal of the aneurysm is indicated because 


of the danger of rupture. 18 references. 3 figures. 


This lesion may be congenital or arteriosclerotic, It, therefore, should be considered 


as a cause of intraperitoneal hemorrhage in young people.—Ed. 


PROCTOLOGY 


Imperforate Anus and Associated Anomalies. Report of a Case, SAUL SMOLLER, AND 
JOSEPH B SHAPSE, New York, \. Y. Harlem Hosp. Bull. 3:129-33, Dee. 1950. 


\fter perineal repair. a 1417 Gm, premature twin, born with a hypertrophied clitoris 


and an imperforate anus and vagina. discharged urine with feces from the anus. 


Seven days postoperative there was abdominal distension, repeated vomiting. and 


roentgen evidence of pneumoperitoneum, At operation, the peritoneal cavity con- 


tained feces and turbid fluid. There was a 6 cm. area of cystic degeneration on the 


anteromesenteric border of the ascending colon and a similar but perforated caecum. 
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An unidentifiable structure was noted in the pelvis. A caecostomy, with autun rein- 
forcement of the cystic areas, was performed. The patient died seven hours later. 
Postmortem examination revealed a duplex uterus attached to a large cloaca; a 
sigmoid dilated proximally, but distally stenotic as it entered the cloaca, The right 
kidney and ureter were absent; the left kidney was polycystic, and the ureter entered 
the cloaca. There was a small outpocketing from the posterior aspect of the mass to 
the newly created anus. Other anomalies were agenesis of the vagina and cervix. 
hypoplasia of the right ilium and right lower extremity, and a patent ductus arteriosus. 


8 references. 3 figures._Author’s abstract. 


Post Episiotomy Fistula in Ano, James ¥. BISHOP, Davenport. lowa, J. lowa M. Soe. 
41:6-7, Jan. 1951. 


From the depths of the anal crypts. epithelial-lined channels pursue an unpredictable 
course through the perianal and perirectal tissues, terminating blindly sometimes 
as far away as the supralevator regions. These ducts, communicating with the in- 
fected anal canal, are themselves often chronically infected but seldom cause trouble 
unless there is interference with drainage or withfintegrity of structure. 

Encroachment upon integrity of structure may occur when an episiotomy wound 
divides such a duct, creating thereby an epithelial-lined pathway between the infected 
anus and the freshly injured tissues of the incision. The resulting lesion behaves as 
does the usual fistula-in-ano, presenting either recurring abscesses or a chronically 
draining sinus in the episiotomy wound. 

It is suggested that this mechanism. rather than an inadvertent suture into the 
rectum in episiotomy repair. is responsible for chronic drainage in the perineal inci- 
sion. An absorbable suture and the tract it makes into the rectum should heal spon- 
taneously by normal processes of repair while the epithelial-lined duct does not lend 
itself to such happy outcome. 

The treatment is that of the ordinary fistula-in-ano with excision of the entire tract 
and encouragement of healing from below by sitz baths and little if any packing. 
Healing is prompt and satisfactory. 

Subsequent episiotomy may be carried out through the previous scar, since excision 
of the fistula has removed the offending duct. 


Three illustrative cases are presented. In one, episiotomy for a second pregnancy 


was done through the old scar without recurrence of the fistula. In the second case, 
excision and partial repair of such a fistula in a five month pregnancy resulted in 
healing and no disturbance to the pregnancy, and the subsequent episiotomy again 
was uneventful. The third patient has had no recurrence of either fistula or preg- 
naney. 2 references. Author's abstract. 


Successful Ointment Therapy for Pruritus Ani, LAURENCE G, BODKIN, Brooklyn, N. Y. 
Am. J. Digest. Dis. 18:59-60, Feb. 1951. 


Pruritus ani, an irritation of the perianal and perineal skin characterized by intense 
itch, fissures. and poorly nourished, slow healing tissue is related to local causes and 
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nervous syndrome. An irritant, leaking from the anal canal, precipitates protein in 
the perianal skin causing irritation and fissure-formation, Amino acids applied to 
normal skin may cause pruritus by precipitation of microscopic crystals of methio- 
nine. An ointment consisting of the hydrolysate of lactalbumin from which the me- 
theionine and most of the cystine has been removed is effective in giving relief from 


itch, with 88 per cent complete success in alleviating pruritus ani, The active ingredi- 
ent (amino acids) is made up in a base of polythylene glycol. 6 references 


abstract. 


GENITOURINARY SURGERY 


Kidney Tumors: Types, Diagnosis, Treatment, HARKY M, SPENCE, Dallas, Texas. Am. 
Pract. 2:22-8, Jan. 1951. 


For the purpose of clinical management, kidney tumors may be divided into three 
vroups: (1) Wilms’ tumor of childhood, (2) tumors arising from the renal pelvis, 
and (3) hypernephromas. 

With regard to the diagnosis of kidney tumors. the great majority of them manilest 
themselves by the appearance of gross hematuria or by discovery of a mass in the 
kidney area. It follows that a complete and immediate urological investigation is 
mandatory in every patient exhibiting these findings. A cystoscopy performed while 
the patient is bleeding is particularly stressed, as it immediately and definitely locates 
the source of the hematuria and adds weight to the interpretation of otherwise insig- 
nificant or minimal pyelographie changes in early tumors. 

In a review of 43 proven cases of kidney tumors, in 36 cases of which retrograde 
pvelography was done, the findings were diagnostic in 28, suggestive in 7, and 
normal in one. In the 26 cases in which intravenous urography was performed, the 
findings were diagnostic in 9, suggestive in 12, unsatisfactory in 2. and normal in 
> cases. In 4b cases of this series. only excretory urograms were done and were diag- 
nostic, 

Of the 43 proven cases of kidney tumor of this series. 5 were classed as Wilms 
tumors, & as tumors arising from the renal pelvis. and the remaining 30 were of 
the hypernephroma type. 

Illustrative cases of the three types of tumors of the kidney were given in conjune- 
tion with presentation of their pyelograms and a picture of the gross specimen. 


With regard to treatment. this varies with the type of tumor. If there is no evidence 


of metastasis and a normal demonstrable. satisfactorily functioning kidney on the 


opposite side. then immediate nephrectomy is advisable. In our hands. transperitoneal 
nephrectomy for hypernephroma tumors has been preferable and satisfactory. 4 ref- 


erences, 12 figures. 2 tables... Author's abstract. 


Blind Ending Branch of Bifid Ureter. HARRISON ©, 


Cutan. Rev. 55:83-5. Feb. 1951. 


HARLIN, Brooklyn, \. Y. Urol. & 


Duplication of a ureter in which one branch ends blindly is a relatively rare ano- 
maly. Formerly these structures were often classified as ureteral diverticula. While 
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these blind duplications are probably the result of similar alterations in embryology, 
namely multiple budding of the ureteral anlage. they should not be considered as 
identical. The influence of Kretschmer and Culp had much to do with classifying 
them separately. For the purpose of classification, a blind ending branch of a bifid 
ureter is arbitrarily defined as a hollow structure which has a lumen joining that of 
the ureter at an acute angle and has a length which is at least twice that of its great- 
est diameter. About 20 cases appear in the literature, 14 of these being orig- 
inally classified as ureteral diverticula. Few cases have been diagnosed radiologically 
by intravenous urography. but, in the majority of instances, visualiziation of the 
blind ending branch has been accomplished by retrograde filling. An oblique urogram 
is. as a rule, the most revealing. There may be no symptoms referable to this ano- 
malous structure. On the other hand. in instances where infection and stasis intervene, 
pain, fever. pyuria, frequency, and dysuria may be the presenting sympioms or per- 
tinent findings. Treatment includes: excision of the blind ending branch with closure 
of the ureter: excision of branch with splinting of the ureter; ureteroneocystostomy 


oecasionally. when indicated: in the face of sqvere infection and scarring, nephro- 


uretereclomy may be indicated. 21 references. 2  figures.—Author’s abstract. 


Dislocation of the Testis, RAYMOND 0, OLSON, Waltham, Mass, Urol. & Cutan, Rev. 
55:24-26, Jan. 1951. 


A case of traumatic dislocation of the testis is presented which occurred 18 months 
prior to entering the hospital for treatment. The right testis could be seen. and easily 
palpated, lying in the tissues of the superficial inguinal area. Operation successfully 
replaced the right testis in the scrotum. 

Reviewing the available literature discloses 29 cases of deep or internal disloca- 
tion, 41 cases of superficial dislocation, 31 cases of compound dislocation, and 4, 
region not reported. Manipulation, attempted in 16 cases. was successful in 6 cases. 
Thirty-one cases were treated by operation, with success in 22, and orchidectomy 
necessary in 7 cases. Symptoms, severe at the onset of the dislocation. quickly sub- 
side. perhaps due to the testicle entering the warmer tissues of the abdomen which 
aid its recovery from trauma. 10 references. 7 figures.—Author’s abstract. 


The Renal Nerves. G. 4. G. MITCHELL, Manchester. England. Brit. J. Urol. 22:269-80, 
Dec. 1950. 


The kidney is richly innervated and receives contributions from: (1) the celiac 
plexus, branches arising from the celiac ganglion and its aorticorenal subdivision; 
(2) the thoracic splanchnic nerves; the superior (greater) splanchnic nerve occa- 
sionally, and the lesser (middle) and least (inferior) nerves almost invariably, sup- 
ply renal filaments: (3) the upper lumbar splanchnic nerves; ramuli arise from 
the first. and less often, from the second lumbar ganglia and end in the posterior 
part of the renal plexus: (4) the upper parts of the intermesenteric nerves; slender 
offshoots run outwards directly to the kidney: and (5) the lower ends of the inter- 
mesenteric nerves and/or the superior hypogastric plexus; filaments run upwards 
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and outwards to the renal hilum and may convey parasympathetic fibers from the 
pelvic splanchnic nerves to the renal pelvis and ureter. The other nerves mentioned 
convey mainly sympathetic fibers, although a vagal supply probably reaches the 
kidney through the coeliac plexus. 

The various branches mentioned proceed towards the kidney from their respective 
origins, communicating en route and forming an open meshed plexus around the 
renal artery, although they do not all embrace it as closely as many believe. Small 
ganglia are occasionally visible macroscopically in the plexus, such as the almost 
constant posterior renal ganglion, and tiny collections of ganglion cells are always 
visible microscopically, 

The main plexus gives off bundles of nerve fibers which accompany the branches 
of the renal artery into the kidney and ramify with them. Nerve filaments are more 
numerous in the cortex than in the medulla, and though many supply vascular strue- 
tures. others undoubtedly leave the vessels to run between and supply the tubules. 
19 references. 5 figures. Author's abstract. 


Giant Hydronephrosis. KNOWLTON E. BARBER, Chicago, Ill. Quart. Bull., Northwest- 
ern Univ. M. School 25:9-12, Spring 1951. 


Giant hydronephrosis. also called massive hydronephrosis by some authors, is. by 
the arbitrary agreement of most writers. a kidney pelvis containing 1000 cc. or more 
of fluid. Hydronephrosis is the term applied to dilatation of the renal pelvis and 
calyces with urine and pressure atrophy of the parenchyma, in consequence of ob- 
struction of the outflow of urine. One of the laws of physics is that the volume of a 
liquid does not decrease under pressure. The hydrodynamics in a hollow viscus fol- 
lows a definite pattern, Dilatation starts behind the point of obstruction, Also, a 
partial obstruction produces a greater dilatation than a complete obstruction, Since 
hydronephrosis cannot develop with anuria, there must be a partial obstruction in a 
functioning kidney. Papin suggested that most giant hydronephroses are probably 
congenital in origin. This can easily be explained by a partial obstruction of the 
uretero pelvic junction by a stricture at this point. or aberrant blood vessels to the 
lower pole of the kidney obstructing the uretero pelvic junction. Thus the two most 
common causes of hydronephrosis are present at birth. 

A constant mild pressure on the kidney pelvis and caleyees. uninfected, producing 
pressure atrophy of the parenchyma and dilatation of the pelvis and calyces over a 
long period of time, is. in itself. a sufficient explanatory basis. Hydronephrosis is in 
a state of flux: at times the obstruction is mild. at other times more acute. and this 
is the time when infection or rupture may occur. 

Surgery: Conservative surgery is practiced when there is some functioning kidney 
tissue present, and a plastic repair will function properly. In giant hydronephrosis 
these two factors may not be present. Then nephrectomy is the operation of choice. 
In uninfected cases. or where the hydronephrosis is not too large. a one stage nephrec- 
tomy can be done. Nephrotomy for drainage and then a second stage nephrectomy 
carries less surgical risk in acutely infected cases or in the presence of massive hydro- 


nephrosis. A one stage nephrectomy and a two stage nephrectomy have been successful. 
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Two cases of giant hydronephrosis have been reported in this article—one in a 
child and one in an adult. Pyelography. both intravenous and retrograde, have been 
demonstrated to aid materially in diagnosis. 5 references. 4 figures.—Author’s ab- 
Sstract. 


Squamous Metaplasia of the Prostate Gland, ERxic M. NANSON, London, England. Brit. J. 
Urol, 22:394-403, Dec. 1950. 


The author discusses 7 cases of squamous metaplasia of the human prostate 
gland. Five of these cases have been associated with estrogen therapy; 2 have 
been associated with infarction of the prostate gland; and 1 occurred in the pres- 
ence of chronic prostatitis. 

Two of the 5 cases undergoing estrogen therapy were proven carcinomas. One 
of these 2 cases developed marked squamous metaplasia after the administration 
of 510 mg. of stilbestrol over a 17 day period. This metaplasia developed in the 
nonmalignant portion of the gland and was khown to have been absent at the be- 
ginning of treatment. The other 3 cases receiving estrogen therapy were benign. 
One of these benign cases was given 10 mg. of stilbestrol daily over a period of 
nine months, at the end of which time he showed general evidence of estrogen 


therapy, such as pigmented nipples and atrophy of the testes: his prostate gland 


showed very pronounced squamous metaplasia, but this regressed after the drug had 
been withdrawn for two months. 

There were 2 cases of recent acute infarction of one of the lobes of the prostate 
gland; at the periphery of these infarcts, well marked squamous metaplasia had 
developed in a comparatively short time. 

In 1933 Lacassagne showed that estrogen administration produced marked squa- 
mous metaplasia in mice, and in 1934 Kenaway and Burrows confirmed this. In 1935 
Van Wangenen produced squamous metaplasia in Macaque monkeys with theelin 
therapy. There is one case of squamous metaplasia of the prostate gland of a eunuch. 
In 1938 Moore and McLellan reported 5 cases of squamous metaplasia of the human 
prostate; these cases were suffering from benign prostatic hypertrophy, and had 
been given estradiol benzoate preoperatively as an experimental procedure. 

The American literature has stressed the development of squamous metaplasia at 
the periphery of infarcts. 12 references. 11 figures.—Author’s abstract. 


Primary Tumors of the Bladder: A Survey of 275 Cases. 3. W. WARREN, JR.. Wichita, 
Kan. J. Kansas M. Soc, 52:59-63. Feb. 1951. 


An analysis of 275 primary tumors of the bladder has been presented with 198 
follow-up studies. 

According to our series, the patient consulting the urologist with a bladder tumor 
will probably be a male, between 60 and 70 years of age. complaining of intermittent 
gross hematuria which he has had about three months, There is better than an even 
chance he will have other pathology. half of which will be other urological diseases. 
The bladder neoplasm will almost surely be papillary in character, and the chances of 
it being a Grade | tumor are about 4 in 10, in which case he has a 57 per cent 
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chance of being alive five vears. The neoplasm will probably be found at the base 
of the bladder. 


With the exception of papillary carcinomas Grade |. the present methods of treat- 


ment are disappointing, but from reports of other writers no more than at any other 


clinie of this kind. 7 figures.— Author's abstract. 


Precipitation Cystography. DONALD C. MAC DONALD, AND JOHN M, MC LAUGHLIN, Grace 
Hosp. Bull, 2955-08, Jan. 1951. 


Precipitation cystography. a refined method of examination of the urinary tract, 
furnishes an excellent double contrast relief demonstration of its mucosal surface. It 
permits recognition of pathologic areas. very small tumors. diverticula. their orifices 
and mucosal structure, and nonopaque calculi. 

The hazards of precipitation eystography are: danger of air embolism and danger 
of ureteral block. if this contrast material is allowed to precipitate in the ureters and 
not to be used, 


Precipitation cystography is indicated when: (a) Cystoscopy is not available or is 


technically not possible: (b) evstoscopy and other methods of examination fail to 
determine the size and position of a tumor or a diverticulum, the location of its open- 
ing. or the presence of nonopaque stones. 


Hydromechanics of | Different Types o} Kidney Pelvis. ANTTI PAALANEN., Helsinski, 
Finland. Ann. med, exper. et biol, Fennial. 28:255-261, 1950, 


In this investigation of the hydromechanics of the different types of kidney peivis. 
approximately life size glass models of the renal pelvis were used. Olive oil emulsion 
isp.gr. 1.006) was used for these experiments. which were carried out under a pres- 
sure of 50 mm. Hg. (corresponding to 40.5 em. emulsion), The results were as fol- 
lows: In the glass models corresponding to the morpholigical types | and II. the 
streams coming from the glass calices show a tendency to approach the side of the 
calices. Upward flowing secondary streams begin to separate from the primary cur- 
rents at the ureteropelvic juncture. They travel along the medial aspect of the ¢ 


giass 


pelvis. ie. where the upward current is weakest. and when they meet the primary 
currents they push them gradually nearer the side of the calices. These currents set 
up an eddy in the medial part of the glass pelvis. Thus. the currents and eddy-like 
formations in these types are rather similar and coherent. In the type III glass model, 


the current is regular and free of eddies. except for a small interealyeine eddy in the 
secondary pelves. 


Transplantation of Psoas Muscle in Correction of Urinary Incontinence. ¥. STEFANI. 
Rovigo. Italy. J. Internat. Coll. Surgeons /5:180-83. Feb. 1951. 


The author briefly explains why the numerous methods used for the treatment of 
urinary incontinence, by restoring the faculty of closing the urethra. are not always 
effective. Referring to his previous reports made to the Italian Urological Society 


at its Congress in Rome in 1947. he recalls how he operated satisfactorily in a few 
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other cases by the method he suggests. This consists in making the occludibility of 
the urethra dependent on the contraction of voluntary muscles, the function and 
nutrition of which remain intact. 2 charts. 


Seminal Vesiculitis. HARRISON C. HARLIN, Brooklyn, \. Y. J. Insurance Med. 6:18-9, 
Dec. 1950-Jan.-Feb. 1951. 


Seminal vesiculitis is much more common than is supposed, Anatomically there 
is a close approximation between the seminal vesicles and the vasa, ureters, urinary 
bladder, and prostate gland. Any significant infectuous process within or around the 
vesicles, therefore, will probably affect the contiguous structures to some degree. 

This infection often produces a symptom complex which is varied and confusing 
to the unwary examiner. Urinary symptoms (frequency, dysuria) may be noticeable, 
or sexual disturbances (change in libido or bloody or painful ejaculations) may 
dominate the picture, Some type of pain is the rule; however, its location varies. The 
pain may be local or referred; the referral areas for the usually involved structures 
include the tenth dorsal through the first lumbar segments and the first sacral through 
the fifth. Pain referred to these areas simulates disease of the kidneys, ureters, urinary 
bladder, gallbladder, appendix, gastro-intestinal system, and lower extremities, Diag- 
nosis of seminal vesiculitis is usually made from the positive findings discovered by 
palpation of the vesicular areas during rectal examination and microscopic exam- 
ination of the expressed secretions. At times, endoscopy and seminal vesiculography 
are useful. The history may be suggestive. Treatment includes: proper massage of the 
prostate and vesicles in chronic conditions but never in the acute phase; use of chemo- 
therapeutic agents and antibiotics, particularly in the acute cases; use of hot sitz 
baths, or hot rectal douches when the patient is bedridden; judicious use of sedatives 
and antispasmodics; management of any associated conditions (e.g. dilatation of 
urethral stricutres); elimination of focal infection and surgery in isolated cases. The 
object of the manuscript is to focus attention on the fact that there are such sruc- 
urets as the seminal vesicles and that infectious involvement of them is frequently 


productive of a symptom complex which has led many a patient to lose his appendix, 


kidney, or gallbladder, or to be treated by medical means for disease of these and 
other organs. 2 references.._Author’s abstract. 


Carcinoma of the Male Urethra. Report of a Case. COL, JAMES C. KIMBROUGH, Wash- 
ington. D. C. Urol. & Cutan. Rev. 55:78-80. Feb. 1951. 


The literature is reviewed; 192 cases are reported of which 90 per cent are of the 
squamous cell type. These tumors are classified with regard to treatment as anterior 
(penile urethra) and posterior (all others). The prognosis for posterior is more grave. 
Recovery is reported in 56 per cent anterior and 14 per cent posterior. 

Trauma is an important etiologic factor. Often the patient is treated for stricture 
several years prior to a diagnosis of cancer. Early diagnosis is stressed. 

A case is reported of a patient suffering an injury to the perineum in 1924, fol- 
lowed by stricture just anterior to triangular ligament which was treated by dilatation 
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until February 1947 at which time biopsy showed carcinoma of the transitional cell 
type. A biopsy was reported as probably benign papilloma. 

Treatment: Radical resection of penis, crus of penis and prostate, and cystostomy. 
Later, ureterointestinal anastomosis was done. The patient died of metastases to the 
lungs. liver and regional lymph nodes. 

Comment: The results would have been more favorable if operation had been done 
earlier. The biopsy made September 6, 1946, should have been considered malignant. 
The delay was promoted by the patient's resistance to amputation of the phallus. 
11 references. 4 figures. Author's abstract. 


Cysts of the Seminal Vesicle. FREDERICK A, LLOYD, Chicago, II]. Quart. Bull., North- 
western Univ. M. School 25:43-6, Spring 1951. 


Cysts of the seminal vesicle are exceedingly rare. A great variety of cysts may occur 
in the vicinity of the seminal vesicles. These include cysts of the utriculus, of the 
vas deferens. and of remnants of the Wolffian and Miillerian ducts. Any of these may 
be intimately associated with the seminal vesicle. and hence they may readily be 
mistaken for cysts of the latter. Anatomic confirmation, based upon the most rigid 
morphological criteria, is. therefore, imperative before a cyst of the seminal vesicle 
is reported. 

Nine cases of eyst of the seminal vesicle have been reported previously. The au- 
thenticity of only 3 of these can be considered unquestioned after rigid scrutiny. 
Four of these from’ the older literature (1872, 1876. 1894, 1898)—none of which 
was confirmed anatomically—are obviously, from the clinical description, large 
Miillerian duct cysts. 


Two additional cases of anatomically confirmed cyst of the seminal vesicle are 
reported. 18 references. 5 figures.—Author’s abstract. 


Spontaneous Disappearance or Retrogression of Bladder Neoplasm; Review oj the 
Literature and Report of Three Cases, BENJAMIN S. ABESHOUSE, Baltimore, Md. 
Urol. & Cutan, Rev. 55:1-11. Jan. 1951. 


Spontaneous disappearance of retrogression of bladder carcinoma is a rare patho- 
logic phenomenon. The authors have collected 7 cases from the literature and have 
added 3 personal cases. 

The first case was observed in a male of 65 years who was subjected to suprapubic 
removal and fulguration of the tumor. A biopsy revealed transitional cell carcinoma 


Grade Il, A bilateral cutaneous ureterostomy was performed 67 days later. with sub- 


sequent cystectomy & days later, Extensive degenerative and necrotic changes were 


noted in the portion of the tumor protruding above the bladder mucosa. 


The second patient was a male of 55 years who had two large papillary carcino- 
mata which were removed suprapublically by electrocoagulating loop, and their bases 
extensively fulgurated. Because of extensive recurrence of the tumor within 3 months, 
a bilateral cutaneous ureterostomy was done and 48 days later cystectomy. No car- 
einoma cells were found in the wall of the bladder and no evidence of tumor infiltra- 
tion Was present. 
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The third patient was a male of 71 years in whom a diagnosis of infiltrating car- 
cinoma of the bladder was made by repeated cystoscopic examinations and rectal 
palpation, but no biopsy was taken because of its close proximity to the right ureteral 
orifice. A bilateral ureterosigmoidostomy was performed and 3 months later cystec- 
tomy. Pathologic examination of the removed bladder showed no gross or micro- 
scopic evidence of malignant cells or tumor infiltration. 

The factors responsible for retrogression or disappearance of benign and malignant 
tumors in general are discussed. Partial recession or retrogression is usually asso- 
ciated with one or more of the following local factors: (1) incomplete removal or 
biopsy. (2) external agents. (3) local vascular changes. and (4) trauma. Complete 
disappearance of a tumor is more commonly associated with a systemic factor, viz., 
acute febrile disease. severe nutritional disturbance. and endocrinologic disturbance. 

The etiology and pathogenesis of the experimental. spontaneous, and occupational 
types of bladder tumor are discussed in the light of recent contributions to the sub- 
ject. The salient features of chemical carcinogens and their modus operandi are pre- 
sented. The arguments pro and con concerning the urogenous and hematogenous 
theories in regard to the role of carcinogens in the formation of bladder tumors are 
also discussed. 

The authors. stress the fact that the clinical reports of spontaneous retrogression 
or disappearance of bladder neoplasms. following diversion of the urinary stream by 
bilateral ureterosigmoidostomy or cutaneous ureterostomy. is not intended to indicate 
that the authors advise or advocate the cure of bladder neoplasms by any method of 
diverting the urinary stream. The biologic significance of this phenomenon is not clear. 


The disappearance of bladder tumors, following ureteral transplantation. strongly 


suggests the removal of a carcinogenic agent present in the urine from contact with the 
bladder mucosa. The ultimate solution of this problem will be forthcoming as new 
knowledge is gained from work on the various phases of experimental carcinogenesis. 
91 references. 1 table.—Author’s abstract. 


A New Clamp for Use with a Bag Catheter, Eowarp N. CooK. Rochester, Minn. Proc. 
Staff Meet.. Mayo Clin. 26:14. Jan. 1951. 


A simple clamp for use in closing the intake tube to the bag portion of the ordinary 
hag catheter is suggested. It is simple of application. holds the tube firmly closed, 
and is easily removed. This last fact is of much importance because, when ordinary 
string is used to tie the intake tube. the latter is frequently cut when the string is 
removed, necessitating throwing away the bag catheter. The use of the small clamp 
should provide a great saving in this respect. 1 figure—Author’s abstract. 


Torsion of the Testis and Its Appendages. 8. H. LOVELL, Sydney. Australia. M. J. 
Australia 2:787-90, Nov. 1950. 


Attention is drawn to a discrepancy in the frequency of these clinical entities as 
disclosed by a comparison of figures published overseas with figures available in 
Sydney. This apparent discrepancy leads one to believe that some cases are over- 
looked and are treated as epididymo-orchitis. Allowing a little exaggeration, it might 


QUARTERLY REVIEW OF SURGERY june 1951 


; 
4 
‘ee 
‘ 
4 
| 
TANS 
\ 
| 
145 
+ 
: 


be said that any case of epididymo-orchitis that is followed by atrophy of the testis 


is a “missed” case of torsion. Comment is made on the varied descriptions of the 


pathology of these entities, and the belief is expressed that the term “torsion of the 


spermatic cord” is a misnomer and should be discarded since the torsion always accurs 
within the tunica vaginalis—or, in the case of incompletely descended testes, within 
the processus vaginalis. The pathology and clinical features are described in some 
detail. The opinion is expressed that elevation of a testis within the scrotum would 
be accepted as a point in favor of torsion, but that the absence of elevation should not 
bias the clinician against such a diagnosis. The wisdom of carefully examining the 
scrotal contents in all patients with abdominal pain is recorded. Whenever the diag- 
nosis is suspected or a diagnosis of epididymo-orchitis is not unmistakably correct, 
a transverse incision should be made in the scrotum and the testis, etc. examined. 
Orchidopexy is the treatment recommended, and in acute cases multiple minute in- 
cisions are made in the dense tunica albuginea to allow more rapid decrease of ten- 
sion within the strangled organ.—Author’s abstract. 


Exstrophy of the Bladder. 4. HW. PEACOCK, Seattle, Wash. Northwest Med, 50:34-36, 
Jan. 1951. 


This deplorable defect in the urinary system of the infant is most distressing to 


both patient and parent. The saturation of the clothing with urine. and ulceration of 
the lower abdomen, thighs. and genitalia, are marked. The occurrence is quoted by 


most authors as one exstrophy in 50,000 births, and eight males to each female. 

\ survey of the. maternity departments of several hospitals in Seattle. shows 1 
exstrophy in 22.000 births and 2 exstrophies in 34,563 births in a second hospital, 
over a period of 27 vears. Thus the occurrence was in a ratio of 1 to 17,000 births at 

i one hospital, and 1 to 22.000 births in the other. We found that in the Children’s Or- 
thopedic Hospital. over a period of 26 years, there were 23 cases of exstrophy of the 
urinary bladder: 9 were females and 13 were males. Fifty per cent of the deaths 


after operation were due to pyelonephritis. ureteritis, peritonitis, and obstruction. 


An accurate follow-up has been rather difficult, but the important complications 
have been inguinal hernia. ventral hernia, evisceration, hydronephrosis. and pyelo- 
nephritis. We found with most authors that younger patients stand the transplantation 
much better than later on. We thus urge early transplantation. as does Higgins 


preferably around the first vears of life. 6 references.—Author’s abstract. 


GYNECOLOGIC SURGERY 


Culdocentesis. D. W. BEACHAM, AND W. D. BEACHAM, New Orleans, La. New Orleans M. 
& 8S. J. 103:283-88. Jan. 1951. 


There is considerable difference of opinion among physicians in this locality with 
regard to the advisability of aspiration of the cul-de-sac of Douglas in the diagnosis 
of cases suspected or having hemoperitoneum or suppurative states involving the 
most dependent portion of the female peritoneal cavity. 
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The records of patients admitted to the Charity Hospital of Louisiana at New 
Orleans from January 1, 1947 to February 1, 1950 were searched and 284 cases 


found. It is estimated that more than 500 culdocenteses were done during the period 


under consideration. 


Aspirations were performed in the majority of cases suspected of having hemoperi- 


toneum and for those suspected of having abscesses partially or entirely situated in the 


cul-de-sac. 


The technic and interpretation of culdocentesis are presented. 


The value of the procedure in the early diagnosis of ectopic pregnancy is indicated 


by revealing the increase in the accuracy of preoperative diagnosis and the decreases 


in the preoperative hospital stay which have been associated with the increased em- 


ployment of this diagnostic aid. 


Of the 194 cases with hemoperitoneum in which aspiration was attempted, failure 


occurred in 4.8 per cent. Of the total number of aspirations (over 500), misinter- 


pretation of blood obtained has led to unwarranted laparotomy in 6 cases. Means of 


avoiding this error are given. | 


Culdocenteses are performed more frequently each year by the three gynecologic 


services (under the direction of two medical schools and an independent medical 


group) in this large charity hospital. 1 reference. 


The Extended Radical Vulvectomy of Stanley Way. M. steNinc. Sydney, Australia. 
M. J. Australia 2:823-27, Dec, 2, 1950. 


Primary carcinoma of the vulva, although occurring infrequently, has always been 
a most forbidding lesion until comparatively recent years because of the extremely 
bad and discouraging results of treatment, whether by surgery. as in so-called radical 


vulvectomy with superficial groin-gland dissection, or by radiotherapy. In the last 


decade, however, the recently accepted treatment for this condition is now attended 


by five year cure figures not bettered by any form of genital cancer in the female. 


The surgical operation previously performed failed in three fundamental respects. 


First. local recurrence was altogether too common and could be attributed to inade- 


quate excision of the vulval area, as the excision which enables the edges to be appiox- 


imated by primary suture is incomplete. Sécondly. the lymph node extirpation did 


not follow anatomic knowledge, as only the superficial or lower nodes were removed. 


Thirdly, the intervening tissue with the lymphatic vessels between the growth and 


nodes was not satisfactorily removed, and also anatomic exposure was unfavorably 


influenced by intact Poupart’s ligaments. 


The essential features of the extended radical operation are intended to achieve the 


following objectives: to overcome the vagaries of Ivmph node involvement and to 


remove all nodes that could be affected: to prevent local recurrence by a deep. wide. 


and bilateral excision of the primary growth: and to remove the potentially affected 


intervening lymphatics from the growth to the superficial nodes by removal of tissue 


in continuity and in one stage. 


Occasionally the operation has to be modified to meet with the extension of the 


growth. If the urethra is encroached upon or frankly involved, it can be resected up 
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to half iis length without the occurrence later of incontinence of urine. If the anus 


is similarly involved, it should be excised, and a colostomy performed at a later stage. 


Kight patients have been treated by this extended technic of Stanley Way since 


December, 1949; their ages have been 65, 72, 81, 76, 75, 70, 68, and 53 years. There 


has been no primary operative mortality, but 1 patient, aged 81 years, died three 


months after her discharge from hospital, with a terminal pulmonary condition with 


hemoptysis. 
The potentiality of an operation that admits of a most radical surgical undertaking 


in the aged patient with a disproportionately minimal disturbance calls for greater 


efforts and cooperation to make the story of carcinoma of the vulva a safe one with a 


happy ending. 2 references, 6 figures. Author's abstract. 


Carcinoma of the Endometrium and Fallopian Tube. PHILIP 0, GREGORY, AND IRVING 
i. Goopor, Boothbay Harbor, Me. J. Maine M. A. 42:9-10, Jan. 1951. 


The general impression has been that since primary carcinoma of the endometrium 
is much more common than primary carcinoma of the fallopian tube, the tumor in 


the tube is almost always secondary. This has also been shown by the presence of 


tumor within the lymphatics of the tube without particular involvement of the mucosa. 


A recent case of a 58 year old unmarried white woman has forcibly brought 


to mind the difleulties encountered in making a decision as to the primary site of a 


tumor involving two related structures. The presence of a large mass of necrotic 


tumor tissue within the uterus certainly suggests that this should be a primary tumor. 


It is entirely consistent with the appearance usually seen in primary carcinoma of the 


endometrium, and there is no reason to suspect that it is not primary here. The 


fallopian tube. on the other hand. shows the characteristic type of architecture seen 


in a primary carcinoma in this location. However, many carcinomas of the fallopian 


tube show complete limitation of the tumor to the mucosa without involvement of the 


wall to any extent, whereas the uterine carcinomas which spread to the fallopian tube 


usually spread by means of the lymphatics and. therefore. will show some degree of 


involvement beneath the mucosa. This is apparently what has occurred in this case, 


since the inner portion of the wall. at least within the muscle layer, has been replaced 


by tumor. The extent of the tumor in the tube is considerable. so that the early stages 


of spread are not recognizable in this specimen.—-Author’s abstract. 


VASCULAR SURGERY 
Experiences with a New Anticoagulant. G. W. ALLEN. AND E, HULL, New Orleans, La. 
New Orleans M.& 8. J. 103:523-29. Feb. 1951. 


This is a report of the clinical trial in 16 patients of a dicumarol derivative iso- 


lated by Link and co-workers and given the code number of sixty-three. Dicumarol on 
oceasion has been shown to cause severe capillary damage. resulting in a hemorrhagic 
diathesis unrelated to the prothrombin level. Battle. et al. have indicated from work 
with dogs that compound 63 does not produce this capillary toxicity. The patients 
were followed with coagulation times. done by a modification of the Lee-White type 
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giving normals of 20 to 35 minutes, and prothrombin times of the Quick method, with 
dilution curves as suggested by Hurn, et al. Comparison of potency on a weight basis 
revealed compound 63 to be two to three times more effective than dicumarol in de- 
pressing the prothrombin time. The effects upon the coagulation times were similar. 
There were no hemorrhagic incidents attributable to compound 63, and there were 
no thromboembolic complications. One patient was given menadione bisulfite, with 
a response similar to that expected with dicumarol. 7 references. 8 figures. 1 table — 
Author's abstract. 


What will the results be after use in several thousand cases ?—Ed. 


Dicumarol Therapy. SHEPARD SHAPIRO, AND MURRAY WEINER, New York, N.Y. J. M. 
Soc. New Jersey 48:52-55. Feb. 1951. 


Dicumarol, properly administered, can prevent or favorably influence the course 
of thrombo-embolic disease. Inadequate control may lead to extension of the throm- 
botic process on the one hand or to toxic hemorrhage on the other. Based upon studies 
of physiologic disposition of dicumarol in the body and extended clinical experience 
with the drug. the authors advocate a method of intermittent dosages—a relatively 
large. single. initial dose is given to produce adequate hypoprothrombinemia. Serial 


estimations of prothrombin time are made and additional dicumarol is given only 


after the peak prothrombin time has passed and when the prothrombin time is return- 


ing toward normal. After the second single dose is given, the peak prothrombin time 


is again observed. and the next single effective dose is given when the prothrombin 


time is returning toward normal. 


By this method the clinician knows to which dose the prothrombin time is respond- 


ing and that the downward trend will continue toward normal until another dose 


is administered. Cumulation is avoided, and failure of absorption can be readily 
detected. 

The importance of reliable laboratory control is emphasized. Because of its sim- 
plicity in preparation and constaney in potency. the authors recommend the new 
Simplastin marketed by Chilcott laboratories. It is a standardized thromboplastin 
which requires only the addition of distilled water to be made ready for use. 6 refer- 


ences. Author's abstract. 


Fasciotomy in Treatment of Gravitational Leg Ulcers. €. &. WALL. Thomasville. Ga. 
J. M. A. Georgia. 40:59-68. Feb. 1951. 


The gist of this article can be boiled down to the underlying principles of stasis of 
the lower leg. The crucial fascia acting as a sleeve for the calf and leg muscles acts 


as a strong obstruction between the superficial vessels and lymphatics and those lying 
inside the crural fascia which get massaging effects from the muscles during their 
contractions. Stasis in the subcutaneous area is largely due to faulty circulation and 
lack of interchange between the veins and lymphatics inside and outside the sleeve 
of the crural fascia. 
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The treatment is based on three principles: 1. Stripping of the greater and lesser 
saphenous veins throughout their length: 2. fasciotomy of the crural fascia along 
the tibial border from the knee down to the ankle, simply opening the fascia and 
leaving the muscles without the binding effect of the crural sheath. This, in turn, 
permits freer interchange of the circulating fluids. blood. and lymph in the leg: 3. the 
ulcer is partially circularized by an incision approximately 1 cm, from its edge and 
around 2/3 of its area. The ulcer is undercut down through the fascia and if the 
fascia is gristly or caleified, that part of the underlying structure is excised, Inter- 
rupted skin sutures are used for all closures and massive dressings applied with Ace 
bandages from ankle to mid thigh. 9 figures.— Author's abstract. 


Partial Excision of the Inferior Vena Cava in Suppurative Pelvic Thrombophlebitis, 
JASON H, COLLINS. W. JAMES BAGGS, AND ROBERT €. HALL, New Orleans. La. New 
Orleans M. & S. J. /03:288-90, Jan. 1951. 


In cases of suppurative pelvic thrombophlebitis, ligation of the vena cava and of 
the ovarian veinsshas been found to be effective treatment. In a series of 70 cases of 
this type operated on by members of the department of gynecology of the Tulane 
University Medical School. resection of a section of the inferior vena cava just below 
the renal veins was done instead of the ligation operation. The patient made a good 
postoperative recovery. the postoperative course being essentially the same as in the 
other cases in the series in which ligation was done. Successful excision of the vena 
cava below the renal veins has been reported in a few cases in the removal of a renal 
tumor, The results in-this case indicate that this procedure can safely be carried out 


if the veins are involved in inflammatory disease. 8 references, 2 figures. 


Treatment of Post-Phlebitic Leg and Application of Venous Pressure Measurement. 
4. J. WALKER, Leeds, England. Brit. M. J. 2:1307-11. Dee. 9. 1950. 


The author reports 26 cases in which litigation and division of the popliteal vein 
was done in the treatment of postphlebitic Jegs due to valvular incompetence of the 
deep veins. The operation was done on both legs in 4 patients : a total of 30 legs were 
treated. The chief symptoms were ulceration or eczema, usually painful. bursting pain. 
and edema. The operation on the popliteal vein was done through a vertical incision (3 
inches long) in the upper half of the popliteal fossa: the knee was kept extended 
for five days. but early walking with a bandage was allowed. Results of the treatment 
have been studied on 27 legs. 3 to 15 months after operation. Of the 15 legs in 
which ulceration was present before operation. the ulcers were not healed at the 
time of the patients’ discharge from the hospital in 2 cases, and further treatment has 
not been attempted. In 11 legs, treatment was concluded, but ulceration recurred 


in four instances: except in 1 case the recurrent ulcers were smaller than before 
operation and painless. Most of these patients continued to wear an elastic support, 
so that healing of the ulcer cannot be attributed to the effect of the operation alone. 
Bursting pain was present in two thirds of all legs treated; in the cases followed up, 


june 195] QUARTERLY REVIEW OF SURGERY 


ti 

ive 

‘fer 

| 

| 

| 

; 
150 
\ 
= 


the pain was not relieved in one case, was considerably but not completely relieved 
in 3 cases, and was completely relieved in the remainder (80 per cent). Edema was 
present in 23 legs in the cases followed up; in 11 legs it could be controlled by 
wearing an elastic stocking after operation: and in three legs, it was completely con- 
trolled without the use of an elastic stocking. 

A method of measuring the venous pressure at rest and during exercise has been 
previously described and is briefly described again this article. In 25 of the cases 
reported, the diagnosis of valvular incompetence of the deep veins was confirmed by 
the venous pressure readings. which showed a pressure above 50mm. Hg. in the feot 
on exercise; ascending phlebography showed a patent but often irregular main venous 
channel. On the basis of the results obtained by ligation and division of the popliteal 
veins. the author states that this operation is not indicated: (1) if the ascending phleb- 
ogram shows that the main vein has not recanalized; (2) in those cases in which 
venous function has returned to normal, as shown by normal venous pressure readings. 
(ulceration being the only symptom): (3) in those cases with maximal valvular in- 
competence, as shown by the fact that exercise prodpces little or no fall in the venous 
pressure. The best results with ligation and division of the popliteal vein are obtained 
in those cases of postphlebitic leg in which pain is a prominent symptom, whether 


bursting pain, cramps, or painful eczema or ulcer, 21 references. 3 tables. 4 figures. 


Prevention of Thromboses During the “Post-Operative Disease.” Y. CULOT, Saint- 
Germain-en-Laye. France. Presse méd. 59:268-70. March 3, 1951. 


As a complement to the study of blood coagulation in the course of the “post- 


operative disease.” the author investigated 200 cases before and after surgical opera- 


tion. For this purpose he used both technics on slide and in syringe. Into the latter 


he brought about some modifications which are described. A comparative analysis of 
the results yielded by both methods is given. The investigations, conducted every 
two days on the operated subjects, comprised an evaluation of the coagulation time. 
the prothrombin time, before and during operation, and the postoperative period. 
Among the observations reported by the author one is of particular interest. It con- 
cerns the relationship which seems to exist between the atmospheric condition and the 
occurrence of thromboses. 


The threat of phlebitis. announced by such signs as a drop in the coagulation and in i 


the differential arterial tension, had been noticed to coincide with a drop in the at- 


mospheric pressure. 


From the meteorologic records maintained at Saint-Germain-en-Laye. the author 


was able to establish this comparative study in 6 cases. 


Gravitational Leg Ulcers and Allied States. WH. KELIKAN. J. Internat. Coll. Surgeons 
15:111-28. Feb, 1951. 


The pathogenesis and management of gravitational leg ulcers are discussed, The 


reatment consists of three distinct. dovetailed procedures: (1) sebmental ligation 
of the saphenae. usually the large. (2) crural fasciotomy, and (3) pressure dressings. 
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Division of the long saphenous column into smaller segments partly alleviates the 
load sustained by overburdened valves: extirpation of the thick crural fascia removes 
the barrier between the scarred subcutaneous space and the lush muscular compart- 
ment. Healthy tissues are thus brought into contact with fibrotic ill nourished skin; 
muscular contractions come to the aid of the sluggish lymphatic and venous flow 
within the subcutaneous tissue. The two procedures—vein ligation and fasciotomy— 
are both utilized in what amounts to a planned insulation of the ulcer itself. An 
oblique or semilunar incision is made around the proximal pole of the ulcer 1 cm. 
from its indurated border, cutting through skin and fascia, ligating all the veins that 
might leak into the denuded area. and partly extirpating the underlying scarred tissues. 
In three months, the circle around the distal pole of the ulcer may have to be com- 
pleted. Such refinements as padding the healed scar with a fat-bearing seam of fascia 
or free fat are resorted to only in order to procure movable. painless scars. Through- 
out the treatment, such supportive measures as pressure bandages or walking casts are 
employed to enable the patient to carry on an ambulatory, self-serving regime of life. 

It would be fallacious to suggest that the pattern of management herein propounded 
will serve as a panacea for all leg ulcers. The three basic principles of the treatment-— 
segmental vein ligation. crural fasciotomy. and pressure dressings—are to be regarded 
as themes, and variations on any one of them or on the combination may be developed 
to meet the exigencies of a given case. Stasis constitutes the main episode in the chain 
of events which culminate in gravitational leg ulcers. Stases vary. Other variable 
factors enter into the picture and modify the treatment. The management musi be 
made pliable. It should be curtailed. amplified. or even extended as the occasion 
demands. 

In its simplest form, stagnation is due to valvular incompetence and reverse flow 
of blood within the superficial veins of the leg. Here. segmental ligation of the sa- 
phenae will suffice. 

With the inception of phlebitis and periphlebitis there is a damming back of the 
lymphatic stream, since the superficial lymphatics of the leg run in intimate relation 
to the veins: they are simultaneously involved in inflammations. In such cases. in 
addition to perverted venous hydrodynamics. there are the factors of lymphedema 
and the outpouring of inflammatory exudates: segmental vein ligation must be sup- 
plemented with rest and pressure bandages. 

Often, in the aftermath of inflammation or in the presence of long-standing chronic 
stasis. the subcutaneous tissue is thickened: matted fibrous bands hamper the already 
impaired venous and lymphatic circulation. For some reason, fibrous deposits are 
most abundant along the external surface of the deep fascia. The thickened. bound- 
down crural fascia fails to transmit the impulse of muscuar contraction within its 
confines to the superficial veins and lymphatics outside of it. In other words. the 
deep fascia becomes converted to an unyielding. impervious barrier between the 
muscular compartment of the leg and the subcutaneous tissue. Extirpation of the 
crural fascia will open the way for the beneficial squeezing action of the muscles and 
allow it to be transmitted to the patent remnants of superficial veins and lymphatics. 
It is also possible that when portions of the deep fascia are removed. new avenues 
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of absorption are opened, and stagnant fluids within the subcutaneous fascia are side- 
tracked towards the muscular compartment of the leg. 

In ulcers which develop in the wake of deep thrombophlebitis, the superficial venous 
channels are secondarily involved. Given time, the plugged veins may become canal- 
ized, or adequate anastomotic pathways may be established, but the ulcers pursue 
an indolent course. Here again, segmental ligation of the saphena and crural fasciot- 
omy are of definite value when judiciously carried out and timed well—usually two 
or more years after the acute attack. 

Patients with gravitational leg ulcers and varicosities usually have good arterial 
circulation. As early as 1828, John Scott noted that, in the presence of venous stasis, 
the arterial bed of the limb is flushed. I have repeatedly observed the absence of 
roentgenologically manifest arteriosclerosis in the leg bearing the ulcer as compared 
to the opposite side. There are, however, instances in which occlusive arterial disease 
and venous stasis coexist; in fact, phlebitis migrans often accompanies thromboangiitis 
obliterans. In treating these conditions it goes without saying that the state of the 
arterial circulation must be given first and foremost consideration: when there is 
demonstrable vasospasm, sympathectomy must be performed in preference to vein 
ligation and fasciotomy. In a few cases of thromboangiitis obliterans with intermit- 
tent claudication the patients reported relief of pains in the calf after the fascia over 
the bellies of the gastrocnemius muscle was split and the muscle was freed from its 
stiff fascial envelope. Judicious vein ligation can not harm these patients, who often 
require physiotherapy, and such measures as massage becomes less hazardous when 
the veins have been ligated proximally. 

In the presence of painful ulcers, what John Hilton advocated in the past ceniury 
in his classic Rest and Pain still holds true. Hilton advised resection of the cutaneous 
nerve passing through the area of ulcer to afford the latter “physiological rest.” U1- 
cers over the outer malleolus of the ankle are inordinately painful; in addition to vein 
ligation and crural fasciotomy,. the terminal sensory branch of the musculocutaneous 


nerve must be severed. At times it becomes expedient to section the saphenous nerve 
and, rarely. the sural. 

For varicose elephantiasis and for markedly indurated legs, longitudinal incisions 
are preferred. For elephantiasis, large elliptic segments of the skin, together with the 
underlying fat and fascia, may be removed from the medial aspect of the leg and 
three months later from the lateral side. thus diminishing the size of the leg. extir- 
pating stagnant fluid-bearing fat. and removing the fascial barrier between the super- 
ficial and deep compartments. 

In cases of osteomyelitis of the tibia, long after the bone has healed. there often 
remains a sizable ulcer over the lower part of the leg. It is due to regional stasis 
caused by multiple incisions and scars and to the extension of now abated infection 


into the subcutaneous tissue. Extirpation of the crural fascia from around the medial 
and anterior borders of the tibia will greatly improve the circulation of the skin and 
hasten the healing of the ulcer. When the bone is markedly thickened and inordinately 
wide in diameter, a longitudinal strip may be sawed off from its medial border to 
give the overlying skin a better substratum on which to survive. 
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Finally, there is the problem of stasis due to the lack of joint motion and muscular 


action. The condition is often seen after polyarthritis and in persons who have been 


subjected to prolonged recumbency and immobilization and then permitted to assume 


the upright position without supportive bandages. During their long illness and inac- 


tivity the muscles have atrophied and the joints of the lower extremity have become 


stiff. Crural fasciotomy will not benefit these patients so long as the joints remain 


ankylosed: muscles cannot contract and impart their beneficial squeezing action to 


the veins. Segmental ligation of the saphenous vein will convert a long stagnant col- 


umn into several short ones. but so long as the muscles remain inactive stasis con- 


tinues. One of the joints. pereferably the knee. must be mobilized. 


ORTHOPEDIC: SURGERY 


Hyperextension Injuries to the Finger Joints. ¥. 3, KOEMER, Bedford. Ohio. Am, J. 


Surg. 80:295-302. Sept. 1950. 


By utilizing cadaver specimens the author was able to reproduce typical “baseball” 


or “mallet” finger deformity and fracture. The terminal phalanx of the fingers were 


hyperextended, thus impinging the osseous attachment of the extensor tendon onto 


the harder dorsal cortex of the adjacent middle phalanx. This action either ruptures 


the tendon at its attachment or fractures off the nubbin of bone at the attachment 


and produces the “dropped finger” deformity. Collected cases showed that this is 


frequently the actual mechanism of injury in the living. The other common mech- 


anism being a direct blow over the tendon attachment. 


This same hyperextension mechanism occurring at the proximal joint causes a 


bowed finger deformity. the middle phalanx being fixed in flexion and the distal 


shalanx being fixed in hyperextension. Etiology. diagnosis. and treatment are dis- 
| | 


cussed. 


By hyperextending cadaver fingers. chip fractures at the distal volar attachments 


of the joint capsules were produced. These were identical to those produced by hyper- 


extension injuries or direct blows in living patients. The author differentiates these 


from sesamoids. 


No case of “baseball” or “mallet” finger could be found in which the typical text- 


book phrase “forceful rapid flexion” described the true etiologic mechanism, 4 ref- 


erences. 16 figures. Author's abstract. 


This is an interesting observation, contrary to the usually accepted theory as Te: 
gards etiology ——H. R. McC. 


Orthopedic Management of Chronic Arthritis. The Knee and Foot. jOHN G. KUENS 
Boston. Mass. Am. Pract. 2:134-37. Feb, 1951. 


The pathologic changes in the joints which occur in chronic arthritis lead to dis 


ability unless this is prevented by orthopedic measures. Splinting of arthritis joints 


should be undertaken as soon as there is any muscular spasm about the joint. If 


possible the joint is splinted in the position of optimum function. With splinting, 


muscular spasm usually subsides. Splinting is constant at first and is continued at 


night as long as there is a tendency to deformity. Exercises are given to maintain 
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strength and prevent muscular atrophy. These are gradually made more strenuous; 
occupational therapy is also provided, Heat is applied to the inflamed joints for one- 
half hour several times a day. No walking is permitted when the joints of the lower ex- 
tremity are acutely inflamed. Support—usually a bandage—is provided when walk- 
ing is first resumed, 

When severe deformity has occurred it must be corrected when the inflammation 
in the joints subsides. Correction of deformity may occur with plaster casts which 
are changed as the muscular spasm abates. If correction does not occur, the joint is 
gently manipulated while the patient is anesthetized. In this way, deformity is often 
corrected at the hip, knee, and foot. If manipulation fails, one must resort to operative 
procedures, Operations to lengthen contracted soft tissues or operations on the bones 
may be required. If the bones have fused together they may be cut and fused in a 
better position for use, or a new joint can be formed. In most instances arthroplasty 
and prolonged physiotherapy give a painless joint with a good range of motion. 
figures.._Author’s abstract. 


’ 


Lag Screw Fixation of Femoral Neck Fractures, Josevu s, LUNDHOLM, Rockford, Ill. 
J. Internat. Coll. Surgeons. 15:44-49, Jan. 1951. 


Internal fixation of femoral neck fractures is recognized as the nearest approach 
to ideal treatment. Fixation with a lag screw is physiologically correct because the 
fracture is immobilized without impaction of fragments and the consequent destruc- 
tion of bone tissue. Accurate reduction and fixation without impaction simplifies and 
enhances the physiology of bone healing by eliminating the absorption of additional 
destroyed bone cells and minimizes the disruption of the blood supply in the fraet- 


ture area, 


The lag screw herewith presented is constructed in one single piece and cannulated 
for insertion over a guide pin, with a wide lag thread *; of an inch long and a bevelled 
head sufliciently large to hold firmly against the cortical shaft. It is constructed of 
moly-stainless steel. fulfilling the requirements of the Veterans’ bureau. and is sup- 
plied in varying lengths. Only two special instruments are required for its use—a 
cannulated bone tap and a cannulated screw driver wrench, 

Following anesthesia, reduction is accomplished and a_ towel-clip marker 
is clamped through the draping sheets midway between the symphysis and the an- 
terior superior spine. Incision is made in the lateral thigh and a 14 inch hole drilled 
through the cortex. directed toward the marker. A guide pin is then drilled through 
this hole also directed toward the marker, and the position verified by A.P. and 
lateral roentgenograms. The cannulated bone tap is threaded onto the guide pin and 
the lag screw thread is cut through the cortex. The lag screw is then threaded onto 


the guide pin and screwed firmly into place. the guide pin withdrawn, and the inci- 


sion closed. For intertrochanteric fractures a bone plate is offered for anchoring 
the lag screw to solid cortex. Ambulation is encouraged within two or three days. 
figures.__Author’s abstract. 

Technical difficulties encountered in the insertion of any type of lag screw will 


more than offset the theoretical advantages which it offers —H. R. McC. 


QUARTERLY REVIEW OF SURGERY june 195! “4 


An 
° 
‘ 
oR 
{ 


Comminuted Fractures of the Os Calcis, Choice of Treatment, £. 0, GECKELER, Phila- 
delphia. Pa. Arch. Surg. 6/:469-76, Sept. 1950. 


A large proportion of comminuted fractures of the heel terminate in prolonged 


pain and disability. Such poor results are due partly to trauma but even more to 
improper treatment, Many practitioners, misled by the absence of severe pain and 


external deformity, consider these fractures of minor importance and give them little 


attention, Some surgeons are so skeptical about the results that they recommend 
practically nothing for them. while others have been so radical as to excise the heel 
or amputate on account of permanent pain. Such a wide variation of opinion indi- 
cates a general misunderstanding of these injuries and the need of a simple classi- 
fication for their proper treatment. 

The author has made a critical analysis of 50 consecutive comminuted fractures 
which he treated and followed. As a result of this study, he feels that a sharp dis- 
tinction should be made between comminuted fractures which can be treated by con- 
servative methods and those which should be treated radically to obtain the best 
results. 


Fractures which did not involve the articular surface and were not displaced were 
treated with early, protected weight-bearing in a walking cast. Comminuted fractures 
were reduced by Hermann’s method of reshaping. Of 25 cases, there was little or no 


permanent disability in 20 cases. 


The comminuted fractures which involved articular surfaces were treated routinely 


by means of early arthrodesis and correction of deformity: thus the permanent pain 


and disability which are anticipated in all such injuries were minimized. Those with 


decided displacement and compression deformity were treated with a combination 


of early arthrodesis through a lateral exposure and packing with cancellous bone 


chips: in 19 out of 27 cases the results were good. The average time from injury 


to re-employment was 6.1 months. There was an average permanent disability rating 
of 11 per cent. 


It should be emphasized that many of the injuries which are reported in this paper 


occurred in nonindustrial eases: a series of industrial workers with similar injuries 


might have a higher percentage of disability. 


TRAUMATIC SURGERY 


The Colloidal and Protein Picture in Burns. \. AMORATI, L. RASPONI, AND L. ROVERSI, 
Rass. Fisiopat. 22:603-14. July 1950. 


The authors have studied the protein and colloidal picture in 18 cases of first and 


second degree burns. with particular attention to the serum and, when possible. the 


fluid in the blisters. with the following findings: 

Normal serum protein was present within the first 24-36 hours with subsequent 
decrease. 

Albumin very often had a high value. with a tendency to diminution some time 
after burning. 


Total globulin has a low concentration so that the A/G ratio is high and its in- 


june 1951 QUARTERLY REVIEW OF SURGERY 


ia 
} 
i 
156 


version only appears late. i.e. the decrease in albumin is higher than that in globulin. 

In the whole globulin traction. gamma hyperglobulinemia, alpha hypoglobulinemia, 
and beta hypoglobulinemia. are often very remarkable. 

The blister fluids. as a rule, with a high protein concentration proportional to the 
corresponding hematic ones. follow their general behavior; there is only one differ- 
ence. i.e.. a frequent high value of the total globulins which often are higher than 
the equivalent serum, so that the A/G ratio becomes inverted. 

Among the tests to study the eucolloidity, higher positivity has been shown by 
the thymol and Hanger reaction: the authors feel justified in thinking that every 
single case has a particular character. which remains almost constant in the various 
tests in connection with the colloidal equilibrium. 


Irradiation Injuries of the Hand. MICHAEL L. MASON, Chicago, Ill. Quart. Bull., North- 
western Univ. M. School 25:51-9, Spring 1951. 


A report is given of 68 patients. with irradiation injuries of the hands, treated sur- 
gically. Patients with this condition may be divided into five groups. depending upon 
the nature of the exposure. Group | is made up of those patients who were subjected 
to small. frequently repeated exposures. such as adventitious exposure on the part of 
professional personnel or frequently repeated therapeutic exposure for various types 
of dermatitis. Group Il is made up of patients who have received an acute burn. e.g.. 
fluoroscopic. Group II] patients have received irradiation for destruction of cutaneous 
lesions. e.g.. warts, nevi. and angiomas. Group IV is made up of patients who have 
received deep therapy but in whom the skin was severely affected. Patients in Group V 


have been treated for some sort of infection. Carcinoma develops in over 50 per cent 
of patients in Group I. but in only 10-20 per cent of patients in Groups II to V. The 
pathologic changes produced are typical and pathognomonic, and it is felt that car- 
cinoma is due to a direct effect of the rays upon the cells of the skin. Because of the 
extensive fibrosis and vascular and lymphatic changes. coupled with the fact that 
over 50 per cent of the carcinomata belong in a low grade malignancy group. early 
surgery offers excellent prognosis. Treatment consists of wide excision of the involved 
skin and immediate coverage with thick split grafts. 17 references. 3 figures. 2 tables. 
duthor's abstract. 


Fibrosarcoma Developing in Heavily Irradiated Skin. CALVIN B, STEWART, Atlanta, 
Ga. J. M. A. Georgia. 40:24-25. Jan. 1951. 


Fibrosarcoma has been found to follow various physical and chemical trauma. both 
incidental and experimental. The development of epidermoid carcinoma in areas of 
irradiated skin is a fairly common occurrence, The development of sarcoma in such 
tissue is a rarity. 

Ewing recognizes two classes of sarcoma which he considers distinct entities. The 
first are those resulting from chronic irritation. These are relatively low grade and 


much less malignant than those that arise without signs or history of irritation. 
Wilson and Brunschwig reviewed 25 cases of sarcoma which developed in areas 


of repeated irradiation. Nineteen of these were also suffering from tuberculosis, 
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either of bone or skin. Only 6 cases developed in skin subjected only to irradiation. 

Stout reports numerous cases of what he describes as irradiation fibromatosis. He 
has decided, however, that some of these are undoubtedly malignant fibrosarcomas, 
since either recurrence or metastases have followed attempted removal. 

Buschke and Cautril feel that an important factor in the development of post- 
irradiation sarcoma is either repeated long-continued use of x-ray or associated 
chronic infection. It seems unlikely that sarcoma would develop following a single 
adequate course of x-ray therapy. 

Summary: A case of fibrosarcoma which developed in a lip scar 20 years after 
radium therapy for squamous carcinoma is presented, The development of epidermoid 
carcinoma in radiation scar is common, whereas sarcomatous change is rare. Almost 
all cases of sarcomatous change in irradiated tissue are associated with chronic in- 


fection or prolonged repeated irradiations. 5 references. 2 figures.—duthor’s abstract. 


MISCELLANEOUS 


The Clinical Significance of Foreign Body Granulomas: A Review, DOUGLAS SYMMERS, 
New York. \. Y. J. South Carolina M. A. 47:14-20, Jan. 1951 and J. South Caro- 
lina M. A. 47:66-71, Feb. 1951. 


There are two varieties of foreign body granuloma: one that is produced by animate 
and the other by inanimate material. The foreign substance may be introduced from 
without, as in injuries. or produced in the body, as in necrotic areas where cholesterol 
or fatty acid erystals are formed. It may be inserted in the form of sutures or ligatures 
in surgical operations, or fortuitously as dusting powder on surgeons’ rubber gloves. or 
even deliberately to escape military conscription, or by the cosmetologist for purposes 
of “beautification.” The one structural feature which distinguishes the foreign body 
granuloma of animate from that of inanimate origin is its proclivity to undergo 
necrosis either of its cellular elements. as in the tubercle. or of its causative organ- 
isms, as in the degenerate fungus of maduromycosis, or of both. The histologic por- 
traiture of the foreign body granuloma is that of a localized or diffuse chronic pro- 
ductive inflammatory lesion, with or without necrosis, that is characterized by over- 
growth of connective tissue, or so-called epithelioid cells. together with the formation 
of multinuclear giant cells arranged around or in apposition to the causative sub- 
stance. The foreign body granuloma due to living organisms is capable of reproduc- 
tion either locally or at a distance. or both. while the granuloma of inanimate origin 
remains in the place of its birth for the length of its life. 

The following foreign body granulomas that are known or assumed to be due to 
animate substances are reviewed: tuberculosis. including Boeck’s sarcoid; gumia. 
leprosy. rheumatic nodules. tularemia, Whipple's lipodystrophy, and related granu- 
lomas: maduromycosis, blastomycosis. coccidioidal granuloma. monilial granuloma, 
regional ileitis. lymphogranuloma venereum and granuloma inguinale, schistosomi- 
asis, Xanthoma, histoplasmosis, torulosis, pinworm granulomas, pentastomidae. and 


sporolr ichosis. 
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The following foreign body granulomas due to inanimate substances are reviewed: 
dusting powder granulomas, granulomas of pulmonary arteries due to cotton frag- 
ments. benign temporal arteritis, granulomatous mesaortitis, bagasse disease of the 
lungs. silica granulomas, beryllium granulomas, Riedel’s struma, gout. nonspecific 
granulomatous prostatitis, intradermal typhoid vaccine granulomas and paraflinoma. 
16 references. 

A very worthwhile article by well-known authors on experiences with the use of 
dusting powder. Harmful production of abdominal adhesions and obstruction has 
heen reported from the use of dusting powder on gloves leading to the presence of 
granulomas. We have finally solved the question with nonadhesive powder.—J, H. P. 


Case Report—Gas Gangrene. s. B. PREVO, Nashville, Tenn. J. Tennessee M. A. 44:50- 
57. Feb. 1951. 


This report is based entirely upon the clinical observation that a child with proved 
Welch bacillus infection, complicating a compound fracture, made a dramatic recov- 
ery when treated with aureomycin, penicillin and streptomycin — in addition to 
amputation. 

The opinion is expressed that the response of this patient was much more rapid 
and complete than could have been expected from amputation alone, or amputation 
followed by penicillin and streptomycin. 


While not so expressed in the article, it is the hope of the author that this case 
report may be followed by in vitro studies and additional clinical studies which 
may further establish the efficacy of aureomycin in the treatment of B. welchii infee- 
tions. 2 figures.— Author's abstract. 


Any method of treatment which has a good clinical result should be welcomed. 


J. HLF. 


book review 


OPERATIVE SURGERY OF THE Heap, Brain, Spinat COLUMN Aanp Back. (Die Eingriffe 
Am Gehirnschadel-Gehirn An Der Wirbelsaule und am Ruckenmark). N. Guleke and 
R. Zenker. Berlin-Gottingen-Heidelberg. Springer-Verlag. 1950. 589 pp. 


German surgery has contributed much to the knowledge of this field. Among its 
contributions, the publication of systematic studies of operative surgery in many 
volumes has not been the least important. Professor Kirschner published his System 
of General and Special Operative Surgery in 1927, Later Dr. Ravdin of this country 
participated in the translation of this. The current book is Volume 2 of the new edition 
of Kirschner’s Surgery. Because of the recent death of Professor Kirschner, Professors 
Guleke and Zenker of Jena and Mannheim respectively have edited the new edition. 

The particular volume under consideration here was specifically written by Guleke. 
Despite the difficulties that must precede publication ventures in Germany. this book 
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is printed on excellent paper, is well bound, and of the 372 illustrations, over half 
are in color. All of the illustrations are of extremely high quality. 

It might be interesting to know the titles of some of the other volumes that either 
have appeared or will appear, there being ten volumes in all. These include volumes 
on General Operative Surgery. on the Sympathetic System, on the Nose and Throat, 
on the Chest and Breast. on the Abdomen, on Hernia, Urologic Surgery, Gynecologic 
Surgery, and the Extremities. 

The present volume begins with a chapter on brain topography. The anatomic 
studies are excellent. The second section discusses scalp and skull wounds; the dis- 
cussion on depressed skull fracture is well-illustrated. Following this, there are sections 
on intracranial hemorrhage, brain prolapse, dural lesions, brain abscesses, sinus 
thrombosis. foreign bodies in the brain, pneumatocele and pneumocephalus, etc. There 
is a complete discussion of the various brain and scalp conditions, the length and 
thoroughness of which is gauged by the section on conditions affecting the trigeminal 
nerve which covers 68 pages. To show the coverage of the literature. the methods of 
Spiller and Frazier, Dandy. Sjéqvist and Walker are all considered. The section on 
the facial nerve occupies 15 pages. Dandy’s work on Méniére’s disease is considered. 
The section on the brain thus occupies 451 pages, following which the last 116 pages 
are used in discussing conditions affecting the spinal cord and spinal column. 

There is a thorough author index and it is of interest that the following authors 
have the most references: namely. Dandy, Olivecrona, Krause, Cushing. Kirschner and 
lastly, Guleke himself. Many other foreign authors are, of course, cited and the litera- 
ture review deserves commendation considering the difficulties under which the authors 
must have worked, The subject index of the book is thorough and includes 20 pages 
of three columns each. 

In a book covering such a comprehensive subject, there are naturally some omis- 
sions and some subjects which do not receive as much emphasis as they might. Among 
the latter is the subject of intravertebral dise prolapse. The book gives a number of 
citations as to the use of penicillin but insofar as this reviewer could determine. none 
as to streptomycin. The outlook of the book is excellent from the standpoint of anato- 
my and traumatic and tumor surgery. The physiologic approach might have been 
explored further: for example. in the discussion of extradural hematoma, the phys- 
iologic changes in this condition might have received more attention. Despite these 
minor objections, however, this book is a monumental publication which deserves 
consideration by all who are specializing in the field. The illustrations alone are of 
considerable value. The author and the publishers deserve considerable credit for 
publishing this book at this time. 
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In the selection of an antibiotic 


for LRINARY ANTPISEPSIS 


high urin 
rapidly 
and easily maintained 
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HYDROCHLORIDE 


This newest of the broad-spectrum antibiotics 
is stable and active in the urine. High levels are 
rapidly achieved and easily maintained by oral 
administration. Within one-half hour after a 
single 2 Gm. dose, detectable amounts have ap- 
peared in the urine.’ and a single 0.5 Gm. dose 
has been shown to produce high concentrations 
lasting twenty-four hours.? When multiple doses 
are given, continuous urinary concentrations 
of Terramycin in the range of 300-400 meg. /ml. 
are obtained, as shown in the accompanying 
chart.3 


These observations are given added significance 
48 HOURS by the highly satisfactory clinical experience 
and the prompt response obtained with Terra- 


mycin in a wide range of infections of the uri- 
1. Schoenbach, E. B.; Bryer, 
M. S., and Long, P. H.: Ann, nary tract, 
New York Acad. Se. 53:245 
(Sept. 15) 1950. 
2. Welch, H.; Hendricks, F. D.; Crystalline Terramycin Hydrochloride is available as: Capsules, 250 mg., bottles 
Price, C. .. and Randall, of 16 and 100; 100 mg., bottles of 25 and 100; 50 mg., bottles of 25 and 100; Elixir 
id A.: J. A. Ph. A . (formerly Terrabon), 1.5 Gm. with 1 fl. oz. of diluent; Intravenous, 10 ce. vial. 
9-185 Apr.) 195 oe 9 ° 
3. Welch, H.: Ann. New York 250 mg.; 20 ce. vial, 500 mg.; Ophthalmic Ointment, | mg. per Gm. ointment, 
Acad, Sc. 53:253 (Sept. 15) tubes of ¥s oz.: Ophthalmic Solution, 5 ce. dropper-vials, 25 mg. for prepara- 
1950, tion of topical solutions. 
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